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Introduction 


Xhe stress of war tries men as no other test that they have 
encountered in civilized life. Like a crucial experiment it ex- 
poses the underlying physiological and psychological mechanisms 
of the human being. Cruel, destructive and wasteful though 
such an experiment may be, exceedingly valuable lessons can 
be learned from it regarding the methods by which men adapt 
themselves to ah' forms of stress, either in war or in peace. In 
truth, it is a moot question whether, in the peace which will 
follow the present conflict, the degree of stress on the average 
individuad will be much less than that imposed by the war. Be- 
cause of the current and future necessity of such large populations 
throughout the world to face a difificult reality, never in the 
history of the study of human behavior has it been so important 
to imderstand the psychological mechanisms of “normal” indi- 
viduals in situations of stress. 

Under sufficient stress any individual may show failure of 
adaptation, evidenced by neurotic symptoms. Such symptoms 
then are pathological only in a comparative sense, when con- 
trasted with the symptoms of those still making successful adapta- 
tions, From this point of view, the psychological mecharusiijs 
imder discti^ion in this book are those that apply to Eyetyihaa 
in his strt^gle to master hiS own environment. In this realm, a 
hair divides the normal from the neurotic, the adaptive from 
the nohadaptive. The failures of adaptation of the soldier 
described herein mirror Everyman’s everyday failnres or neurotic 
compromises with reality. The problem thu# resolves il^lf imt 
into the detection of ncamality or its lack, but into a study of the 
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psychological methods of dealing with a harsh reality. The man- 
ner in which this reality is handled in battle constitutes the 
observable clinical state in combat soldiers. The manner in which 
this reality is handled by the returned soldier in the United 
States is portrayed by his individual symptoms and his degree of 
resocialization. 

Our first military monograph, “War Neuroses in North 
Africa,” related our observations of psychologically wounded 
Groxmd Force soldiers. Subsequently we have restricted oirr 
work entirely to Air Forces personnel, who show quamtitative 
rather than qualitative difierences in reactions from the foot 
soldier. Because the case material of this book concerns flying 
persoimel almost exclusively. Flight Surgeons will find it useful 
as a basis of preparation for their psychiatric work. Our material 
is roughly divided into a discussion of war neuroses appearing 
overseas and those in combat veterans returned home for relief 
from flying or for rehabilitation. Military regulations prevent 
us firom citing statistics of incidence of war neuroses, and security 
precautions are responsible for the omission of a few details, but 
little is lost firom the over-all picture because of these restrictions. 

Our experience in military psychiatry has been limited to 
working with combat soldiers overseas in an active theater of 
operations and returnees suffering from war neuroses hospitalized 
for rehabilitation. We have seen literally several thousand cases. 
But space permits us to document our observations with only a 
selected group of case histories. From these, others may form 
conclusions that have escaped our attention. We have written 
this material as free from scientific jargon as possible, hoping to 
make this book useful to everyone in milit2iry and civilian life 
who is interested in human beings under stress. 

Roy R. Grinkes. 

John P. Spiegel 

AAF Convalescent Hospital (Don Cesar), 

St. PeltSEburg, Florida. 

Ma^ t, J945. 
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The Men 




CHAPTER 1 


The Men: Their Background and Selection 


What KIND OF MEN want to be fliers? Two decades ago the 
average American parent would have reacted with indi gnation 
and alarm to a son’s intention of t akin g up flying as a career. It 
was too dangerous, an imcertam risk. Today all this is changed 
and thousands of our young men are cluttering up the skies, as 
if it were their natural right, and the firmament the only place 
where a man could draw a deep breath. Flying is as safe as ridii^ 
a bicycle but infinitely more fun, and it is exciting. There’s 
nothing to worry about, nobody gets hurt anymore. No thing 
at all to wojry about. 

Or is there? 

In thinking it over, the parent may still not be so certain 
about it as the cocksure son, and may wonder what possesses 
him. In thinking the same matter over more than two thousand 
years ago, the Greeks lifted a similar doubtful eyebrow, and 
with wonderful clarity — one is tempted to say clairvoyance — 
express^ their concern in the myth of Daedalus and Icarus. 
This story points sd obvious a moral to the would-be flier that 
it is worth while repeating it, if only to admire the Grecian fore- 
sight. Daedalus was said to have been a native of Athens, eminent 
for his skiU in architecture and statuary. A hot-tempered man, 
consumed with pipfessional jealousy, he became envious of his 
nephew and coworker, Perdix, and attempted to murder him 
^ Rowing him down :^m the summit of the Acropolis. Perdix, 
hpwevCT, was saved by supernatural intervention. IJe became 
'tranrfbrin^ m low-flying partridge and escape by 
hop^Hi^'^er fee tent^les and market places of Atheas, a teidi- 
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nique which is still good today. This appears to have given 
Daedalus an idea. Somewhat later he was banished to Crete, 
where he displayed his undoubted engineering talents by con- 
structing the famous Labyrinth for King Minos. Unfortimately, 
he eventually quarreled with the King, who forgot his gratitude 
and imprisoned Daedalus along with his son Icarus in a lofty 
tower. Tliere they brooded xmtil Daedalus, remembering Perdix’ 
happy tactic, resolved to try the same thing without benefit of 
supernatural help. He fashioned wings for Icarus and himself 
out of feathers and wax. Then, after cautioning Icarus not to 
fly too near the sim, they took off and flew high into the air and 
over the sea. But Icarus disregarded his father’s instructions 
and approached so near the sun that the heat melted the wax 
which held the feathers together. He could no longer sustain 
himself, fell and was drowned in the sea now called Icarian 
firom his name. 

Icarus, the prototype of the “hot” pilot, defied his father’s 
will and aU the forces of nature. As a result he met an untimely 
end, since shared by a long line of similarly minded, if not so 
illustrious, ainnen. The point is only a special elaboration of 
the moral, made so often in Greek drama and mythology, that 
it is dangerous for man to give expression to his envy of the gods 
and godlike creatures. Swift is the wrath and terrible the punish- 
ment. Since the Wright brothers improved on Daedalus’ idea, 
the airplane has effectively illustrated this point though with 
decreasing emphasis, as aircraft casualties resulting from 
structural failure, bad weather and pilot error have diminished. 
Although today the danger of ityury or death in flying is sta- 
tistically small, nevertheless it is still a real and powerfully 
moving fear. Since it is not true that no one gets hurt, anyone 
who intends to accept this risk as a career must, like Icarus, 
have good reasons for the choice. Behind such a choice lie both 
psychological and econqmic motives. Flying must be fun, an 
emotionally fulfilling experience, and it must pay. If this is 
true, an analysis of the specific emotional and practical attrac- 
tions in aviation should g^ve much information regarding the 
kind of men who want to be fliors. 

Everyone would like to feel that he can control Ms physical 
environment. On eaiTh such control is at best two-dimensional, 
flat and definitely limited. Flying is the apotheosis of this desire 
for control and mastery. The child’s drehms of omnipotence in 
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the face of his toddliag weakness are usually abandoned with 
fairy tales and toys. They become true again, however, by virtue 
of the airplane. This supertoy, this powerful, snorting, impatient 
but submissive machine, enables the man to escape the usual 
limitations of time and space. Truly godlike, the flier soars 
above the earth and the little men confined to its surface. He 
feels his mastery of space and time by means of the int^e speed 
of modem aircraft and their ability to maneuver without obstacle 
into any desired position. 

Nothing is so powerful nor yet so responsive to delicate touch 
as modem aircraft. Flying a plane requires skill, strength and 
fine control, which is demonstrable at every turn and each 
landing. The mastery of the power in the machine is a challenge 
which gives a justified sense of accomplishment when it has 
been successfully met. Furthermore, the flier increases his sense 
of power by identifying himself with his plane, which he feels 
as an extension of his own body. He thereby achieves a feeling 
of aggressive potency bordering on the unchallenged strength 
of a superman. This is well illustrated in Colonel Robert Scott’s 
book, “God Is My Go-Pilot,” where, in an accoimt of his flight 
over Mount Everest in a little P-43, the author describes how 
he felt that he had humbled this highest mountain and then 
patronizingly saluted his fallen opponent (55). 

The flier’s opportunity to master his environment and to 
dominate a powerful machine represents an attraction which is 
emotionally satisfying to the average yoimg man in our civiliza- 
tion. Its appeal is imiversal and many respond to it out of a 
perfectly healthy interest. On the other hand, it is also a very 
satisfying compensation for feelings of inferiority. It is a purpose- 
fid and socially acceptable escape from and compensation fc>r 
personal defeats among ground-bound humans. It is the perfect 
prescription for those that are weak, hesitant or fimstrated on 
earth. Give them wings, 2000 horses compressed into a radial 
engine, and what can stop them? Furthermore, this denial of 
weakness and dependence is highly exhibitionistic. The flier is 
universally recognized as someone daring and courageous with 
dash and glamour. To the extent that this exhibitionistic satis- 
faction covers a real, underlying sense of inferiority, the attrac- 
tion of flying represents an uidieallhy motivation. This point 
will be further ^berated later on. For the present it is sufficient 

pcant out diat, among the men who become interested in 
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flying, there are many whose motives are psychologically healthy 
and a smaller number whose interest arises from a basically 
unstable or possibly neurotic drive. 

In most fliers the urge to fly is felt as an impulse and is not 
subjected to introspection or analysis. The emotional factors 
outlined above are, therefore, largely unconscious. In addition 
to the emotional reasons, the men who choose the Air Forces in 
which to fight their share of the war have a number of good 
conscious and rational reasons for their choice. Chief among these 
are the occupational and economic advantages of coromercial 
and nailitary aviation. Many young men thi^ of flying as an 
attractive and well paying occupation and seek flying instruc- 
tion as a preparation for a future career. Relatively few oppor- 
tunities for training have been available at reasonable cost in 
civilian life. Suddenly, with the tremendous expansion of the 
Army. Air Forces, unlimited opportunities have beckoned to 
almost anyone who can meet the physical, educational and 
intellectual requirements for flying training. Although some may 
question the ability of the postwar commercial airlines to absorb 
such a tremendous number of fliers, and their interest in employ- 
ing men accustomed to exhilarating lives of danger in which 
they must deliberately take chances with death, many exhibit 
an easy optimism concerning the future. The common opinion 
that the Air Forces in peacetime wiU be greatly expanded and 
will need flying personnel of aU types in great numbers has 
induced men to plan on remaining in the regular army, where 
they can continue to fly the fastest and most modem ships. 

R^ardless erf their status in the fixture, candidates for flying 
training are attracted to the Air Forces by several practical 
advantages they seem to aflbrd ov«r other branches of the service. 
Members of air crew^ that is, the pilot, copilot, bombardier and 
navigator, ai« antqmaticj^ ^ven cc«nmissions\or warrants as 
an CQinpletiqn of training. This satisfies a desire 
both the piest^s -^rf imflc and for the increase in security pro- 

income that goes along with it. In addition. 
Forces havemcre^4 the economic incentive by provid- 
^ per-C^t incr^se in basic pay allowance for those on fly- 
Another practical inducement has been the prevailing 
^D^^sipa.^t the air annbat crews flght a cleaner war than 
of tiie ^ound forces. An opportunity to get into the fighx- 
without having, to endyxc the mud, marching and foxholes irf 
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the infantry is appealing. Unfortunately, this aspect has been 
overemphasized in the past, with the result that combat fliers 
have been unprepared for the actually unpleasant living con- 
ditions which they frequently find awaiting them in a theater of 
operations, or for the terrifying experiences frequently arising 
out of aerial combat. In the face of the actual experience in 
combat, the practical advantages which seemed to loom so 
large at the time of application for flying training may not 
stand up well. 

It can be seen, accordingly, that neither the emotional nor 
the practical or intellectual motivations which induce men to 
apply for flying trai n i n g are in themselves any guarantee of 
future success in the field. The more healthy and realistic the 
motivation, the greater the chance of success. In general, how- 
ever, although the personal reasons for interest in flying tell us 
something about the kind of men who want to be fliers, and 
from whom the candidates for flying training must be chosen, 
the actual selection of the candidates must be based on certain 
requirements which experience has shown to be necessary for 
the greatest chances of success. Among these the most obvious 
and the most rigid are intelligence and age. 

In the .original plan for the selection of the expanded flying 
personnel in the Air Forces, intelligence was equated with school- 
ing and the educational requirements were set rather high, two 
years of college being demanded. As the need for men increased, 
high school graduates were accepted. Still later, manpower 
shortages forced the acceptance of men regardless of educational 
achievements, provided they were able to attain a certain grad- 
ing in intelligence tests. As a result the educational classification 
of flying officers ranges from college graduates to those with two 
years of high school. Many men even have advanced d^ees. 
The average enlisted man has less education, some having, only 
finished grade school. The educational pattern of the men who 
are selected for flying training, then, represents a cross section 
of what the American educational system has to offer. 

Experience has shown that the best fliers, allowing for the 
usual exceptions, are yoimg men. Older persons cannot easily 
or i&oraugMy acquire the coordination and skill necessary to 
handle a fast moving ship successfully. Beyond the age of 27 
jyiuri^ are more frequent than successes. For this reason 
has, been set at that point At first the 
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average age of the men accepted for training was 22 years, 
because of the initial educational requirements. As these were 
relinquished younger boys have been accepted, many being only 
18 years old. The average age is now, therefore, somewhat 
lower. 

The rigid limitations of age and intelligence contribute a 
definite cultural cast to the group of men who are selected for 
flying training. It is worth while to examine the social eind 
psychological factors involved for the purpose of understa n ding 
the type of human material which is later subjected to the 
supreme test of combat. There is a populsir impression that Air 
Forces personnel represent an elite of American youth, the cream 
of the crop. Because of the large numbers of men who have had 
to be accepted, this is not strictly true. Rather they represent a 
cross section of all that is good and bad in American men within 
the specific limitations of age, intelligence and physical endow- 
ment previously mentioned. For the most pzirt, in their adoles- 
cent or postadolescent years, the men show a wide gradation of 
educational and occupational achievement prior to their accept- 
ance for training. Many have, come directly firom school into 
military service. Others have made no effort to find permanent 
work, knowing that they would soon have to enter the army. 
Some men have struggled through the lean years before the war, 
attempting to gain a foothold in industry, business or farming. 
Although quite a number were able to achieve some success 
in this and held good positions before being pccepted for train- 
ing, the work record of many men shows considerable shifting 
about firom one job to another. The general economic situatiqn 
compelled a large number of these to enter the GGG camps, 
whidi were a sort of extracurricular preparation for army service 
but yet represented no test oi the individual’s ability for inde- 
pendent effort and achievement. 

An examination of the work record and past histoiy of a 
haigt number of fliers shows that, at the time they were accepted 
for training, they were still in the adolescoit phase of testing 
t^mselves against the world and of developing confidence in 
j^emsdves. From the standpoint of both practical achievement 
tmd psychological n^turity they show a wide range of success. 
Matny have retained considerable emotional and economic 
dependence on thdr families. Immediately prior to inductio>n 
a great number ware still living at home, where they ware 
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inclined to be spoiled by their mothers and dominated by their 
fathers. A large percentage of these youths have an emotional 
attachment to their mothers far more intense than their chrono- 
logical ages should permit. In this regard they conform to the 
average contemporary product of our past decades, which is the 
result of an excessive gratification of children combined with 
an insincerity in instilling mature standards of conduct (cf. 
chapter 20). 

Among enlisted men and, to a smaller degree, among officers, 
a lairge nrnnber of broken homes have been responsible for a 
disturbed family life. Parents separated or divorced, stepfathers 
and stepmothers, familial discord, a drunken, sadistic father 
and other distiurbing family settings give an imexpected view 
of a cross section of family life. The relationship of such specific 
factors to psychological disturbances arising out of combat will 
be considered later (cf. chapter 10). The general background 
considered here can be delineated in this way: the men selected 
for flying training are in the normal transition stage between 
the emotional and economic dependence of their adolescent 
years and the self sufficiency of adult life. In this process some 
of the men have had more than the usual amount of economic 
difficulty because of either chronically poor family circumstances 
or personal limitations, or both. Others have had more than the 
usual amount of emotional dependence on their families. In 
either case the circumstance is apt to lead to an interest in flying 
which represents an overcompensation for and an escape from 
previous difficulties. This is entirely a quantitative matter, a 
question of how much of an individual’s motivation represents 
an overcompensation, how much of his past history indicates 
excessive economic or emotional dependence. The point he 
occupies on this spectrum, which shades subtly from the normal 
to the seriously maladjusted, has a great significance for the 
future career of the would-be flier. 

In order to select from this mass of men interested in flyit^ 
those who have the greatest chance of success, a much finer 
combing of the material must be made. It is necessary to 
(htoose those who will be able to learn how to fly with the least 
difficulty, and this is the task oi p^chological selection. It is further 
necessary to choose those who will be the most suited to wifli- 
stand the Emotional stresses of flying and of combat. This 
requires actepiate p^Matric selection. Although they are closely 
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associated, these two selective functions are independent of 
each other and require different techniques. 

Although it is probably true that anyone can learn how to fly, 
just as most people can learn how to drive a car, there is a 
tremendous variation in the speed and ease with which such 
skills are acquired. The goal in selection for training in military 
aviation is -to choose the men who can learn easily and rapi^y, 
requiring the minimum of time from available teachers and 
representing the minimum of risk to themselves and others. 
The role of psychologists, who have always been professionally 
interested in the problem of occupational selection, was recog- 
nized and authorized relatively early in the planning for the 
expansion of the Air Forces. The psychologists have perfected 
a battery of tests designed to select those men who can be 
easily and safely trained to fly. Utilizing paper and pencil 
tests, questioimaires and special testing machines (41), all of 
which give objective criteria,, they have been able to function 
with great speed and with minimal personnel. The psycholo^sts 
are thus able to function even under the pressure of thousands 
of applicants, who must be selected quickly. The various tests 
need not be discussed here except to indicate that they are 
numerous and have not yet been given scientific validity as to 
specificity or eflficiency. On the basis of the response to the 
psychological tests, a candidate is given a nmnerical score 
in^cating his flying aptitude. Trial classification of the success- 
fill applicant for flying training as a pilot, bombardier or naviga- 
tor is then based on a combination of personal preference, 
previous experience, psychological aptitude nnd the immediate 
or anticipated needs of the Air Farces £:»* men in one eC lheie 
categories. 

The goal of succe^fifl |«ychi^tric sdectian is the weeding 
out of candkia|es who, alttough capable of learning to fly, will 
readdy succumb emotionally to the stresses of danger, especially 
^ dangers .ctf cosibat. At present far too many fliers are perma- 
nently ^XKtnded in transitional traiaing, staging areas, overseas 
f i ni ng conunands and afbd: their first few combat missipns. 

this group that the psychiatrist attempts to recognize and 
. .^ipopg ihOTi are hidividuals with overt or latent nemo- 

s' wifli unhealthy neurotic motivation or with low 
threstolds: .<rf anxiety endmrance, and those with behavim? 
probleim mad peraon^des tha* aa^e group activity apd 
work difficult or impossible. 
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Psychiatrists in the Air Forces have carefully analyzed the 
men who develop nervous reactions in training, in Continental 
commzinds and in combat, in the hope of determining what 
kind of person is unable to endure the stresses of flying and com- 
bat after having learned to fly, so that psychiatric selection and 
screening could be improved (26, 27). It has been found that 
the earliest and most flagrant breakdowns are among men whose 
personalities were previously unstable and who had not effected 
a satisfactory life adjustment. A selection that does not weed out 
these persons, permitting unfit men to be accepted into cadet 
training and graduated, is obviously inefiicient. Selection, how- 
ever, is complicated by the evidence that, no matter how “nor- 
mal” or “strong” an individual is, he may develop a neurosis 
if crucial stress impingiug on him is sufiBciently severe, while 
on the other hand many combat soldiers with lifelong anxiety 
neuroses are able to withstand considerable stress. Furthermore, 
it has been learned that the important psychological predisposi- 
tions to “operational fatigue” are usually latent and therefore 
difficult to detect imtil they are imcovered by catastrophic 
events. It must be concluded that for the vast majority the 
valid test for endurance of combat is combat itself. T his does not 
prevent us from analyzing our material to determine which 
characteristics of the personality are invariably associated with 
breakdowns, which are sometimes associated with them and 
which are only rarely found to be present. Concerning these 
correlations our experience has now been extensive. 

In everyone who applies for flying training we have described 
a combination of emotional and rational motivations. For this 
reason selection cannot be based solely on “zest for flying” but 
must detect a healtl^ or unhealthy motivation. From a study of the 
(iorrelations between precombat personality structures and 
failures under combat stress, it is possible to delineate certain 
“personality profiles," conabmatiom of unhealthy motivations 
with unsuitable emotiond trends, who can be expected to have 
difficulties in combat. 

A large . heterogaieous group of adult behavior problems 
cadse diflfeulties, not in learning to fly or in combat, but because 
they li^ to personality dash^. Schizoid individuals, who are 
niotivated for flying largely on account of a desire to get aWay 
from' iin^jiersonail: contacts, create problems because they are 

teamwco'k. They dash with other 
perstsi^ti^ and show peculiar quixotic judgment in flying^ 



12 


THE MEN 


often refusing to follow operational routines. Such personalities 
are frequently aggressive in combat and zire dilEcult to control 
and maintain iu formation. They resent retreat and cautious 
maneuvers. Psychopathic personalities are openly critical and 
disrespectfiil of leadership, and resent lack of personal recogni- 
tion. They may refuse to fly because of these personal difficulties, 
or become paranoid, with little insight into their own problems 
(cf. chapter 4). They are not amenable to military authority 
and openly disobey regulations, frequently flyii^ low in hazard- 
ous exhibitions. Their very aggressiveness frequently leads them 
into cotirageous exploits but creates serious problems when they 
return as heroes and are unable to resume a normal existence 
(15). Many of them have had to be separated from the service 
under adininistrative and disciplinary procedures. Since the 
only check on their asocial behavior is external, for they lack a 
well developed ego-ideal of their own, it is difficult to impose 
new social restrictions on them, once combat has permitted them 
to be openly aggressive and hostile (cf. chapter 14). 

At tihe opposite extreme one of the most important tasks is to 
evaluate the quantity and dynamic importance of dependent 
trends in applicants. Our adolescent candidates usually have no 
background of experience from which we may draw conclusions 
as to what they will do imder future stress. It is much more 
important for psychiatric judgment to have several examples of 
previous behavior tmder external difficulties than to talk with 
the patient briefly and get his carefully prepared and controlled 
responses. This is particularly true when we attempt to evaluate 
the amount of immaturity that a boy has maintained in his adult 
existence, to which are directly related the type and quantity 
of stress he will be able to endure in combat. It is for this type of 
problem that psychiatric observation in a training command 
would be most valuable. 

Men with obsessive-compulsive characters often make good 
bomber pilots, since their rigid patterns of behavior cause them 
to be steady and reliable. They learn slowly and retain tdia- 
dously what they have learned, but arc slow to adapt to new or 
emergency atuations. Interferences with their rituals; by dirt, 
bsad feed, poof iiyfe^cbnffitkais ai«i ei?;cesri^^ pressure and new 
asad i^iopectad eoTEbat e^eriepces often bre^ down their 

into reactive depressions 
(cf. cases, 4 aoaid fr). latent depressions react badly 
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to the death and maiming of people around them and to the 
lack of dependent gratification. It is these men who succumb to 
an irrational sense of guilt when they are even indirectly involved 
in mishaps to other soldiers. Men who have tendencies to de- 
velop hysterical symptoms often use somatic conversion mecha- 
nisms after moderate stress of combat, taking on symptoms m 
relation to minor injuries or related to Air Forces stress. A 
minor bump on the head may cause intractable headaches, or 
anxiety stimulated by night flying may produce visucd dis- 
turbances (cf. case 14). 

Psychosomatic disturbances (cf. chapter 11) are serious 
predispositions to devastating reactions to the stress of battle. It 
may be said that these visceral-functional manifestations are 
definite contraindications against assignment to a combat unit. 
The most frequent psychosomatic disturbances are related to 
the upper gastrointestinal tract and are manifested by nausea, 
abdominal pain, vomiting or severe loss of appetite. When such 
symptoms have existed prior to acceptance for training or if they 
develop during training, they are adequate causes for dismissal 
from fvurther flying. When they develop in anticipation of combat 
in commissioned officers who are already flying, they constitute 
adequate contrsiindications against overseas duty. The natural 
development m people with previous psychosomatic disturbances 
is that they are unable to continue combat for more than a few 
missions and must be grounded overseas at great expense of 
time, money and personnel. Other less frequent psychosomatic 
symptoms consist of diarrhea, cardiac irregularities and chest 
pains, as well as disturbances of the blood vessels in the upper 
respiratory tract and the skin. Persistent air sickness including 
vomiting and vertigo, occurring even in quiet weather, belongs 
in the same category (cf. chapters 5 and 11). 

Dimbar (13) has been able to delineate a “psychological 
profile” of people who are prone to accidents. These are “good 
fellows” of impulsive temperament, whose essential values in life 
are short term or immediate. They are restless and seek out 
dangerous occupations. But, when imder too great pressure from 
authority, they become involved in accidents. Unfortunately, we 
have been unable to apply Dimbar’s excellent studies on civilians 
to selection of fliers, because airplane accidents in a theater of 
operations are the results of failure on the part of groups of men 
rather than individualsl The most that can be derived from our 
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studies are the several psychological profiles which we have indi- 
cated as predisposing to breakdowns after accidents or less than 
average combat stress. 

Difficult problems are the anxiety states that appear in vari- 
ous stages of training, particularly the later phases when the flier 
begins to use a dangerous combat plane, or in the first few combat 
missions. These occur in individuds predisposed because of emo- 
tional instability or pre-existing neurotic trends (cf. chapter 4). 
These men have been accepted as aviation cadets by mistake. 
The appearance of symptoms of anxiety is only the final evidence 
of the flier’s low anxiety threshold and hence unsuitability, when 
it is not the result of severe or even average stress. Anxiety is then 
related to the total flying situation, involving all phases of flying 
and all types of planes (cf. case 2). When a careful history is 
elicited, it is usually found that anxiety has been present since 
earliest flying training. Because of pressure by instructors or fear 
of drastic administrative action or because of intense personal 
pride, many cadets endure the early anxiety, attempting at all 
costs to finish their training. Their tremendous efforts are often 
successful, yet, if symptoms become obvious to the Flight 
Surgeon, who grounds them, they accept groimding with relief 
because they have good insight into their condition. 

Other men have less insight and, although suffering from 
symptoms, fight against grounding, rationalizing their difficulties 
on' such factors as poor instruction, malassigmnent as to type of 
plane or incompatibilities in crews or squadrons. They experience 
conflict between their incapacitating anxieties axid a strong 
ego-ideal, which insists oh continued effcmt, so that they cannot 
accept grounding, reacting with depression when it is threatened. 
The basic conflict is, however, between a passive-dependent 
desire for. safety, security and protection, and a desire for the 
overcompensated role of a heroic aviator. That such individuals 
may be surprisingly successful in combat is demonstrated by the 
following case. 

Case 1: Copilot^ with lifelong anxiety^ nevertheless able to endure a full 
tour of cor^hat duty. 

This patient was a 25 year old B-25 copilot, who endured 
na^ He flew copilot for his entire tour, 
ah an essential conditioii 
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missions he began to develop anxiety. On his thiity-fifth mission 
the hydraulic system of his plane was shot out, forcing him to 
make a belly landing. After this he showed considerable anxiety 
and physical incoordination, even during noncombat flying. 
He complained of irritability, restlessness, sleeplessness and 
headaches. An overseas medical board returned him to the 
United States for rehabilitation, crediting bim for extensive 
effort. 

At our hospital the patient stated he had suffered all his life 
from chronic anxiety and restlessness. In combat he was not 
upset by any one event but was always afraid and “sweated 
everything out.” He persisted in spite of fear until his perform- 
ance suffered. The patient improved considerably under 
psychotherapy alone, to the state where his nervousness was 
“just like before flying.” 


If thii officer had not dissimilated when passing through the 
examination for aircrew training and had confessed his previous 
anxiety state, he would have been rejected. Yet with all his 
anxiety he did very well. In our previous experience with ground 
forces, we saw similar examples of men with fairly severe anxiety 
states of long standing going through several battles undisturbed. 
As this patient stated, “It was nothing new for me to be anx- 
ious.” Sometimes experience in dealing with anxiety protects 
the soldiar against severe neurosis, whereas, by way of contrast, 
a boy who had never experienced conscious anxiety developed 
a psychotic-like condition when sufficient stress overwhelmed 
his defeiises (cf. case 59). 

Low thresholds of anxiety or tendencies toward flight as a 
response to anxiety are common among those who succumb 
early to anxiety neuroses in combat. Neither tendency can be 
determined prior to the actual experience of stress. The types 
just described are those who may do well or badly, depending on 
impredictable external events. 'V^en they are recognized in thefr 
nianifest states prior to combat either they should be rejected 
from training or their training should be interrupted; certainly 
they should not be sent overseas. If their latent forms are sus- 
pected, they should be watched for early signs of disturbances, 
M that th«apy can be quickly instituted or appropriate dis- 
positidn made befote they become involved in loss of life or 
tfri^s^sd'ves ^ad o1^ 
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When classical psychoses or psychoneuroses of the types found 
in civilian life become overt in combat personnel, they are usually 
precipitated, not by anxiety related to flying, but by the mi nimal 
stimuli of the hostile environment of war. They are exaggerations 
of undetected neuroses and represent failures in selection pri- 
maiily because the candidate has hidden the difficulty which 
would have caused his rejection. Other individuals without 
insight into the nature of their neuroses, who have been erro- 
neously passed through the screening processes of selection, 
attribute their breakdpwns to combat experiences. On the other 
hand, men whose previous neuroses have given them experience 
with the subjective sensation of anxiety may be able to endure 
new anxieties created by war, but also their internal anxieties 
may become less disturbing. For the first time the anxious and 
coirflictual neurotic may be able to feel as welt as his neighbor, 
because he can project his anxieties to the stress of battle and feel 
that he is no more afraid than the person with normal fears of 
combat. 

The greatest difficulty in selection is to determine the quan- 
tity of stress and the type of stress that will cause specific per- 
sonality types to react adversely. Even if this were possible, it is 
asking too much from a military organization to eissign an indi- 
vidual in combat to an environment or a function that is least 
likely to disturb his particular stability. Furthermore, it is ex- 
tremely difficult to know what criterion of success should be used. 
If he is able to complete at least three fourths of the average tour 
of combat duty, then efibrt and expense expended on hiiit may be 
called succesrfiil. But it is not always the man himself and the 
stress he endures that combine to result in success or failure. The 
quality of leadership, the morale of the group and the prophy- 
lactic measures prescribed by the Flight Surgeon are significant 
factors in determining the end result. 

All these difficulties confixrnt the psychiatrist in selection. 
He is unable to deal with large quantities of men objectively and 
is unable to control the goal of his selection or the subsequent 
dispcKsition of the men. He has no laboratory mezins of dupli- 
cating the stress to which an individual will be exposed in 
combat, hence the tolerance of the ego for the quantity of anxiety 
stimulated by combat cannot be measured. Since anxiety is a 
p83?chologically adaptive mechanism, economically necessary fqr 
survival in file presence of danger, its presence is not necessarily 
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a handicap. In fact, individuals who are not stimulated to 
anxiety are predisposed to severe psychotic-like breakdowns 
when stress reaches their personal threshold. The subjective 
emotion of anxiety and its physiological concomitants force some 
men to fight, others to retreat. In some the anxiety reaches a 
stage of uneconomical and destructive influence on the ego, 
paralyzing or freezing the individual. In still other fliers, anxiety 
is stimulated in economic quantities and it evokes an adequate 
aggressiveness, but it persists pathologically without decrement. 
Thus it gradually accumulates on successive missions, resulting 
eventually in a breakdown. 

The rapidly changing adolescent boy may maintain or 
improve his skills during training but, because of the demands 
made on him for an unnaturally speedy maturation, he may 
show the first signs of emotional disturbance after he has gone 
through part of the training program. Hence, a boy whom the 
psychiatrist diagnoses as emotionally normal at tibe moment 
of selection may, on accoimt of accidents or interpersonal difii- 
culties, become disturbed and must subsequently be disqualified. 
It is apparent that, although far better psychiatric selection is . 
necessary, superior results can only be achieved if it is accom- 
panied by a psychiatric program for maintenance of emotional 
stability during the first year of extreme stress in training. Selec- 
tion and maintenance are inseparable problems (17, 44). 
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CHAPTER 2 


The Comhat Units 


Combat units of the Air Forces are imique associations of men 
with affection for aircraft, fused into tightly integrated organiza- 
tions. The men are the Same individuals whose civilian back- 
groimds we have already described, only somewhat toughened 
by their experience in training units at home and confident in 
their abilities. But their presence overseas in a theater of oper- 
ations brings about a transformation in their personalities; some- 
thing new is added as a product of the environment of the combat 
unit. It is upon this new personality that the stresses and strains 
of combat react. Therefore, it is important to examine the social, 
emotional and physical atmosphere of the combat units. 

The basic characteristics of every combat unit are derived 
fi:om the banding together of teams imder leaders to fight a 
dangerous enemy. While the unit is in training at home, the 
enemy is theoretical, too far away to have any real emotional 
significance. In the theater of operations, however, the presence 
of the enemy, and his capacity to injure and kill, give the domi- 
nant emotional tone to the combat outfit. All other emotional 
attitudes become secondary to the need to be strong and pro- 
tected, and united against the enemy. The threat of enany 
action and the isolation from home and family in a strange land 
of foreign people produce a definite change in the relations and 
feelings of the fliers toward each other. This new emotional 
enviromnent is the basic and specific feature of all combat units, 
and is not limited to the Air Forces. 

The impersonal threat of injury from the enemy, affecting all 
alike, produces a high degree of cohesion so that personal attach- 
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merits throughout the unit become intensified. Friendships are 
easily made by those who might never have been compatible 
at home, and are cemented under fire. Out of the mutually 
shared hardships and dangers are born an altruism and generosity 
that transcend ordinary individual selfish interests. So sweeping 
is this trend that the usual prejudices and divergences of back- 
groimd and outlook, which produce social distinction and dis- 
sension in civil life, have little meaning to the group in combat. 
Religious, racial, class, schooling or sectional differences lose 
their power to divide the men. What effect they have is rather 
to lend spice to a relationship which is now based principally 
on the need for mutual aid in the presence of enemy action. 
Such powerful forces as antisemitism, anticatholicism or differ- 
ences between Northerners and Southerners are not likely to 
disturb interpersonal relationships in a combat crew. 

Although the usual social, religious or sectional ties that bind 
men into groups in civil life are sloughed off in the combat unit, 
the over-all social atmosphere more than offsets the loss. The 
camaraderie is so effective that even the arbitrary distinctions 
imposed by the military caste system, probably one of the most 
rigid socihl devices in the world, are noticeably weakened. 
Friendships between officers and enlisted men satisfy urges, 
based on mutual interest and gain, that are much more powerful 
than any distinctions of rank or grade. Not only do the officers 
and men become very close to each other, but they become 
friendly with each other’s wives, families and sweethearts,' 
through correspondence. Their association is not limited to 
working hours but includes their social activities. In the combat 
theaters, opportunities for entertainment during free time are 
frequently limited to what the entire squadron may create 
by its own ingenuity, a product of cooperation regardless of 
rank. 

The mast vital relationship is not the purely social. It is the 
feeliag that the men have for each other as members of combat 
teatos ahd toward tihe leaders of those teams, that constitutes 
Site essence of their relationship. It is an interesting fact that, 
ilijthbu^ the members of combat crews are thrown together only 
Is^ dance, they rapidly become united to each other by the 
strongest bonds while in combat. The character of these bonds is 
greatest significance in determining their ability to tyith- 
•stand; the ^tresses of the combat situation. r 
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Air Forces combat teams are of two sorts, depending upon the 
type of aircraft employed. In bombers and all multiplaced air- 
craft, the basic element of the team is the aircrew itself: the six, 
eight or ten men who fly in one plane. This small group is com- 
posed of the pilot, copilot, navigator and bombardier, who are 
usually ofiicers, and four to six enlisted men, including the 
gunners, radioman and flight engineer. Each has his own special- 
ized duties for which he has been highly trained, and yet no one 
man’s function, except the pilot’s, has any special significcmce 
except as related to the function of the crew as a whole, which is 
to bomb enemy targets. The crew of a single, mediima or heavy 
bomber is a compact although miniature army, and contains all 
the elements necessary to accomplish a military mission. It can 
find its way to the target, drop its bombs accurately and protect 
itself against enemy attack. The leader of this self-contained 
combat unit is the pilot, since it is upon his shoulders that 
ultimate responsibility for all decisions rests. From the point of 
view of the situations met in combat, the responsibilities of the 
pilot as a leader are great. It is he who decides when the grew 
or the plane is in trouble and what to do about it. If the motors 
are failing, or the ship is on fire, it is he who must decide whether 
to press on to the target and risk the lives of Ms crew, or to turn 
back. When it is clear that the plane is fatally damaged, he must 
determine whether to abandon the sMp and bail out, or to 
attempt to bring the plane in for a crash landing. His character, 
skill zmd capacity to assume responsibility are of the utmost 
importance to the other, crew members, both because of his 
responsibility for their safety and because responsibility for 
effectively carrying out the tactical mission is cMefiy in his 
hands. 

Neverthdess, ndther the tactical effidency with wMch the 
job is carried out, nor the safety and protection of other mon- 
bers of the crew are completely in the hands of the pilot. As 
with any team, the center of activity shifts from one crewmate to 
ano.ther in accordance with the combat dtuatbn. At one time 
it may be the waist gunner, at another, the tail guimer, t^n 
whose skill, mad courage depend the lives of all the others! The 
Gpmbmed efforts of all the crew may be wasted if the bombardier 
is- incdaipetent or anxious and fails to line-up correctly on the 
tai^l AH membm of the crew are dependent upon each other 
t4 ^un^tted4egr©e. Day after day, on mission after mission. 



24 THE ENVIRONMENT OF COMBAT 

this mutual dependence is made to pay dividends in safety and 
effectiveness of the combat crew. It is no wonder then that the 
emotional relationships between these fliers assume a special 
character. The men emd their plane become identified with each 
other with an intensity that in civil life is found only within the 
family circle. Crew members habitually refer to each other as 
“my pUot,” “my bombardier,” “my gimner,” and so on, and 
their feeling for their plane is equally strong, since its strength 
and reliability are as important as those of any human members 
of the crew. 

In combat the dramatic events- through which the crew and 
their plane fight produce the most immediate and telling psycho- 
logical impact, so that in the mind of each flier combat is usually 
represented in terms of his crew. Yet, on actual tactical missions, 
himdreds of such crews fly together to form the striking force. 
Thus, the basic team comprising the individual combat crew 
becomes a part of a larger team, organized by flights, squadrons, 
groups and wings. In relation to the mission the pilot of the 
combat crew is under the leader of the flight, group or wing. 
The actual responsibility of leadership is thus staggered through 
several echelons of team organization. The fate of the individual 
crewman therefore is controlled not only by his pilot but also 
by the group and flight leaders. For this reason, the fliers form 
strong emotional attitudes toward their tactical leaders. In 
fighter and fighter-bomber units flying single-seated 2iircraft, the 
basic team is the flight of six planes under the flight leader. 
Men, flying together day after day under the same leader, form 
the same kind of relationship toward each other as the crew of 
a bomber plane. The mutual dependence for protection is no 
less vital even though fighter pilots have a great deal more 
fieedom of activity and independence in cornbat. The safety 
of one pilot in the flight depends upon the alertness of aU the 
others in spotting enemy aircraft coming in for attack. The. suc- 
cess of the mission is dependent upon the courage, persistence 
and wisdom of the flight leader. 

In this atmosphere of mutual dependence, the task of carry- 
ing out complex, highly coordinated maneuvers in the face of 
great darker imposes upon the men and their leaders a special 
relationship. The emotional attitudes the fliers take toward each 
other have less to do with the accident of their individual per- 
soruflities than with the circumstances of their association. We 
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have, already described the intensity of their feeling for each 
other as resembling the closeness of relationship between members 
of the same family. In truth, they are brothers-in-arms in more 
than a figurative sense. They actually feel toward each other as 
if they were brothers. It is a very common thing to hear a flier 
say of his buddy, “He reminds me of my brother” or “I felt 
closer to him than to my own brother.” The men in the combat 
teams are brothers by virtue of their constant enforced associ- 
ation, their dependence upon each other, their co mmo n ideals 
and goals, and their relation to their leaders. In the family 
circle of the combat group, the leader is in the position of the 
father. Again it is extremely common to hear a combat flier 
describe his commanding officer as reminding him of his father. 
As with the firatemal feelings of the men toward each other, 
this seems to have less to do with the physical appearance of the 
leader or his actual personality than with his relation toward 
the men in combat. From a psychological point of view, the 
combat leader is a father and the men are his children. 

The men are in the position of children by virtue of the 
ordinary army administrative setup. As in the case of children, 
they must do what he says, whether they want to or not. He 
may give them what they want, or deny it, as he wills, rewarding 
them when they are good and punishing them if they are bad. 
But in combat the vital relationship derives less from the chan- 
nels and routines of army administration than from the actual 
helplessness of the combat tejim without the aid and protection 
of the leader. He can lead them into certain death and destruc- 
tion, or skillfully extricate them from a desperate situation. Their 
fate is in his hands; their future, their chance of survival, depend 
upon him. It is small wonder, then, that they feel, for better or 
for wome, that he is their father. Whether he is a good or bad 
father is reflected in the morale of the unit in a maimer which 
will be described later. However, it is dear that in such a situ- 
ation the type of combat personalities devdoped by the men 
greatly depends upon the character of the commanding ofiicers 
and subordinate leaders. 

The banding together of teams under leaders in the face of 
danger diould be expected to have the effect of molding all 
combat groups into the same form. In actual fact, however, 
subtle variations are found. After a group has been in combat for 
some time, it b^^ to take on a definite form and color, making 
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it distinct from other, similar imits. A group character or per- 
sonality is developed which is as definite and detectable as ^ 
individual’s. Such differences among groups are related not only 
to their degree of efficiency in combat, wMch is subject to wide 
variation, but to many other factors. There are “hot” outfits 
with an impressive record of tactical efficiency and outstanding 
accomplishments in combat, rewarded by citations, news and 
radio publicity, and other forms of public recognition. On the 
other hand, one finds “snafud” xmits, badly organized, bogged 
down with bad morale and discontent, and exhibiting chroni- 
cally poor combat efforts. “Hard luck” groups are particularly 
disconcerting to the men in them. Troubles and difficulties of all 
sorts seem naturally to gravitate to these units. They get the 
worst locations in the theater of operations, the most difficult 
combat assignments, the poorest weather on missions; the great- 
est force of the enemy attack is always concentrated on them and 
they have the highest losses in combat. Any combat outfit may 
have a streak of bad luck, but the “hard luck” units have it all 
the time. Then there are gay, carefiree units noted for their reck- 
less exuberance and dash, in contrast with sober outfits charac- 
terized by a quiet dependability. Many factors lie behind such 
variations in color and character, but in general they depend 
upon differences in leadership, in tactical missions, in types of 
aircraft employed, and in the geographical and climatic setting 
of combat. 

Differences in leadership wiU be discussed in detail in a later 
chapter devoted to morale. It may be said here that, owing to his 
psychological position as the father of the men, the character of 
the leader has the most profound effect upon the codibat group. 
In Air Forces combat units the leaders are, for the most part; 
young men whose primary interest is in flyir^; the commanding 
officers are always flying ofiicas. They have had little training 
in EuhiffinstFatum of large organizations, and quite firequently 
have poorly devdoped executive capacity. The detailed type of 
res^nsibifities referred to disparagingly, as “desk work” is often 
enthusiastically neglected or else delegated to some ground 
officer, a favoritism which may negate the commamdmg officer’s 
good leadership. In the Air Forces, since executive 
a matter of accident rather than of careful training, 
the units naturally show greater variation in efficiency of 
organizalhm than in otirer InranGhes of the services. ; 
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The type of aircraft flown by an organization has a pro- 
nounced effect upon the personality characteristics of the group. 
This is due to the close identification of the men with their 
aircraft. The plane itself has definite characteristics, which have 
their effect on the flier. The flying characteristics of a high 
altitude, multiengine heavy bomber are so different from those 
of a single engine dive bomber that it requires a different sort 
of person to fly each type successfully. Or rather, the pilot tends 
to develop a different flying and combat personality when he is 
exposed to one type of plane or to another. In general, the flying 
characteristics of heavy, fom engine or two engine bomber type 
aircraft are those of steadiness, lack of maneuverability, relia- 
bility and great power over a long distance. Combat missions 
consume many hours and require considerable persistence and 
endurance. The fliers in such groups, especially the pilots, tend 
to fit in with these characteristics. They are usually older, more 
mature, steadier and less willing to take risks and indulge in 
flashy maneuvers than fighter pilots. 

Single engine fighter planes, on the other hand, have a short 
range and a high maneuverability. Speed, especially in climbing 
and diving, and tremendous fibre power are among their out- 
stemding attributes. As a result, the men who fly them tend to be 
youthful, eager for excitement, enthusiastic, sdmost exhibition- 
istic and somewhat reckless. These qualities are accordingly 
imparted to the group as a whole, and to that extent accoimt 
for part of the group personality. The reaction to the aircraft 
is so intense, moreover, that even the make of the plane is a 
factor in the personality of the group. The Airacobra and the 
Mustang are both fighter airaraft, yet there is a definite differ- 
ence in the characters of the groups flying these planes. Pilots 
of the latter, for instance, know they are flyir^ the top-flight, 
unbeatable Allied fighter plane and have accordingly an im- 
mense pride in their aircr^ and a feeling of superiority. Aira- 
cobras, on the other hand, have proved to have only a limited 
value, in combat and, in addition, are somewhat tricky to fly. 
The fliiers of these planes therefore fed rather depreciated and 
disappointed. The same types of differences in reactions to air- 
craift ^e found between B-17 and B-24 heavy bomber groups 
and between B-25 and B-26 medium bomber groups. 

' Lpst but not least of the environmental factors which lend 
oddr ^ the group^ is its ge(^aphical location. There is a sharp 
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contrast between the combat groups located in England and 
those situated in the deserts of Afiica or the jtmgles of the 
Southwest Pacific. Differences in landscape aind climate have a 
well known effect upon health and well-being, but in a combat 
theater the most striking factor is the relative helplessness against 
the most impleasant features of the terrain, dictated by tactical 
considerations. This is especially true for those groups which 
most closely follow the movements of the ground forces in the 
front lines. There is no getting away from the ubiquitous heat, 
sand, thirst and flies of the desert; no escape to a pleasant oasis. 
What the weather brings, the men in their tents and foxholes 
must endure. The tactical situation in the European Theater, 
on the other hand, places combat groups in the beautiful English 
coimtryside and makes available the civilized pleasures of 
London and other cities. In Burma, India and China, the almost 
complete isolation of American combat units among peoples so 
foreign and unfamiliar makes for even greater cohesiveness and 
closeness among the fliers independently of their combat experi- 
ences. In addition, the monotony of their lives exclusive of 
combat and the almost complete deprivation of the ordinary 
comforts and pleasures of civilized existence produce a speciad 
type of strain which is reflected in the group personality. 

The personalities of the fliers are shaped not only by the 
specific character of the combat units, but also by the singular 
flavor of combat itself. The environment of combat produces an 
almost indescribable combination of physical and emotionad 
stress on the soldier. It possesses an insane, nightmare quality, like 
a bad dream which keeps recurring. This is due not only to the 
senseless destruction and incredible waste of batde, but also to 
its interminable nature; it cannot be stopped or brought imder 
control. In civilian life, every eifoit is made to resolve conflicts 
and abolish misery, to reduce stress, strain and pain, and to 
make life as conafortable as possible. Every technical resource 
of a brilliantly scientific age is concentrated on these aims . Even 
great natural catastrophes, such as fires, floods and earthquakes, 
which may be difficult or impossible to control, nevertheless 
cmne to a rapid spontaneous termination. In battle the stress 
isnev^ concluded, nor can it be controlled. Ratlrer, the intent 
is to mcre^ ffie stress continaally in the furious pursuit of 
victory. It is man-naade,. it is- jntpided float way, and therrfore 
it cannot be escape!, avoidedi or cfMitoolled, but only endured. 
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The physical stress of aerial combat is severe but is not as 
prolonged or as debilitating as the physical strain to which 
ground combat troops, especially the infantry, are subjected. 
Foot soldiers frequently have to withstand incredible demands 
on their physical resources. They are required to make long 
marches with little sleep in order to go into a battle lasting many 
days. Often they have inadequate food, and even water may be 
scarce. Bathing and shaving are forgotten luxuries. Mud, rain 
and insect pests are constant companions, and what little sleep 
they can snatch during a lull in the battle is due more to their 
profound fatigue than to any physical arrangements favorable 
to slumber. The noise of battle seldom lets up, and even in sleep 
it is difficult to escape the constant auditory irritation of ex- 
ploding bombs, artillery shells and small arms fire. Even though 
ground force men are usually in top physical shape, each has his 
own limit of endurance, and after prolonged exposure many 
succumb purely to physicsil exhaustion (27). 

Air Forces combat crews endure physical stress of a different 
order. It is intermittent rather than continual, and in general 
much less exhausting. When not on a combat mission, they are 
usually in safe and comparatively comfortable quarters, al- 
though the conditions vary considerably from theater to theater 
and depend on the location of the unit with reference to the 
front lines. As a general rule, they sleep away from the sounds of 
gunfire, and have a fair opportunity for rest and relaxation in 
their bivouac areas. Boredom is usually more of a problem than 
acute discomfort. On the other hand, there is a special type of 
physical strain connected with flying which is felt most keenly 
by the pilots although also to some extent by other members of 
the crew. This is due to the immobility on long flights. They are 
required to sit in imcomfortable postures for many hours with 
little opportunity to move about. During much of this time they 
are under severe emotional strain, whith becomes r^;istered as 
muscular tension. Yet there is no way in whidi they can ade- 
quately relieve this muscular tension as long as they are in the 
plane. Gunners who can move around in the plane have oifly a 
few moments of actual activity suitable for release of tension and 
during the ranainder of the time build up large quantities of 
tension anticipatory to the battle. 

Much mental and physical energy is required to maintain 
the state erf alertness and psychological preparation for hair- 
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trigger reactions imperative in combat flying. Unfortunately 
there are not always sufficient opportunities to relieve the tension 
accumulated in combat. In their free time, physical activities 
are encouraged in order to dissipate accumulated tensions. En- 
forced idleness and rest are bad therapy for these states. 

Prolonged drains on the body’s resources of energy prove very 
fatiguing. The ability to recuperate and restore this energy de- 
pends upon the frequency of combat flights. In this there is 
tremendous variation in accordance with the prevalent tactical 
situation. During an active campaign, for instance, fighter- 
bomber pilots may be required to make two or three missions 
a day of several hours’ duration, over a period of weeks, with 
only one or two days of rest each week. In good weather, crews 
of heavy bombers and their fighter escorts may go out on daily 
missions lasting nine to twelve hours. Such variations in fre- 
quency are influenced by many factors, including the weather, 
the number of replacement crews available, the number of 
planes fit to fly, and the physical and mental states of the men 
themselves. If the missions are very frequent, there is little oppor- 
tunity for real recuperation in the intervals and moderate states 
of physical fatigue develop. The constant emotional stress, which 
interferes with adequate relaxation, is then superimposed upon 
the physical fatigue, so that the efiect is increasingly cumulative. 


In this chain of events a refreshing sleep becomes of the 
greatest importance. Unfortunately, sleep is often seriously dis- 
turbed by several factors. The men are likely to be awakened in 
the middle of the night for toiefii^ on early morning missions. 
Goii^ to sleep itself may be difficult because of the emotional 
tension ctf the previous day’s mission, not yet worn off. Varying 
amounts of insornnia axe almost routine among combat crews. 
It is possible to walk into any barracks or tent containing fliers 
supposedly adeep and find several pacing the floor or smoking 
cigarettes. Some give up entirely the idea of obtaining any sleep 
oh the night before a mission and prefer gambling, diinl^g or 
talking to tossing in their bunks imffi it is time to get up. Others 


would like to sleqi but are continually disturbesd by slight* habes 
or by didr erewmates talking in th^ detepv, A restless sleep 

ffiers 

■ and^ it fe 
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from a nightmare in order to quiet him so that others can go to 
sleep. In this atmosphere of tension a long, refreshing sleep is a 
rarity and its absence increases the mounting fatigue. Only 
quick and short-acting sedatives are practical for jEiers who need 
to be extremely alert on the next day’s missions. 

Prolonged muscular tension and lack of sleep are not the 
only sources of physical stress. Combat crews of heavy bombers 
have to withstand extremely low temperatures at high altitudes. 
For this they are protected by heavy winter flying clothing or 
by electrically heated suits. With either type of clothing, severe 
frostbite of the extremities is not unusuzd. At high altitudes, 
a less frequent but more fatal physical menace than the extreme 
cold is oxygen-lack. The men constantly have to wear oxygen 
masks connected with the source of stored oxygen in the plane. 
Although this equipment has now been perfected to a high 
degree, it is still somewhat imcomfortable, and there is an ever 
present possibility of failure either in the connecting tubing or 
in the mask itself. If failure occurs, serious or even fatal states 
of oxygen-lack may supervene. 

Fighter pilots likewise have to be prepared to withstand the 
cold and lack of oxygen at high altitudes. Because of the rela- 
tively small size of the fighter aircraft, these pilots are consider- 
ably cramped for space in the cockpit and have little room for 
movement. As a result, they are apt to fed the effects of con- 
tinued muscular tension and sluggish circulation of the blood 
in the extremities most keenly. In addition, they are subject to 
the well known effects of extremdy rapid changes of altitude 
during power dives. The increase in atmospheric pressure during 
such dives tends to produce pain in the ears or sinuses and, if 
there is even slight inflammation of the nose or throat, it leads 
to the devdopment of aero-otitis media or aerosinusitis. .The 
sudden pull-up at Ifie end of the dive produces marked physical 
discomfort occasioned by the powaful chaise in cenfrifi^gaj 
fcffce. Viscera are sucked into the low^.portipns the l^y aad 
blood is dravm away fium the brain, reauitip® in a disconcarting 
^?©^g or blacking-out of vision, car even in momentary un- 
ccrosdousnessi Not only is this reaction wearying, but in combat, 
wh^ all the mental faculties must be kept constantly alert, the 
yisicm, ^en though brief, can prove .very dangerous. 

2 - V. cp phyacal energy lies in the dietary regime of 

Comb^ tarews- The diets are generally adequate, with high 
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caloric value, but are not peuticularly pzilatable. Their chief 
defect is the lack of variety. This of course varies in different 
theaters of war with the degree of organization of the base 
services. At times the menus may consist wholly of C rations, a 
canned product, whose appeal when they are used over a period 
of time becomes rapidly limited. Gas-forming foods are difficult 
to avoid because of the problem of supply and because of the 
individual idiosyncrasy. Many Americans accustomed to a wide 
diet, with emphasis on meat and fresh vegetables and large quan- 
tities of milk, find it very difiScult to eat the same monotonous 
canned foods day after day. Their caloric intake falls far below 
their ordinary levels, although their physical expenditure of 
energy is probably as high as or higher than usual. A loss of 5 
to 10 poimds in weight is therefore not uncommon in combat 
theaters, and, if the food intolerance is marked, the physical 
depletion becomes a serious threat to fitness for combat. The 
timing of combat missions, moreover, frequently interferes with 
food habits, especially among bomber crews. Many men are 
reluctant to eat a heavy meal before taking off on a mission. 
Before early morning missions they snatch a cup of coffee, and 
then are in their plane for eight to twelve hours. Recently food 
warmers have been installed in bombers, enabling the crews to 
have hot lunches and palatable snacks. On their return they 
may be too tired or excited to eat. When they have subsequently 
rested or calmed down, either they may have missed their mead 
or they may find it particularly unappetizing. Severail days may 
thus pass \\dth very little food intake. Furthermore, as fatigue 
and large quantities of anxiety accumulate, there is a natural 
reduction in appetite, with the formation of a vicious circle of 
physical depletion. 

The various factors involved in the physical stress of combat 
cannot be regarded as independent entities since they mutually 
reinforce each other. Long ffights would not be so wearying had 
there been adequate sleep the night before. Tolerance for 
monotonous food would not be so low if the man were not so 
fatigued. On the other hand, sleep would be le® dusive after 
a full and satisfyu^ meaL The effects of the physical stress are 
cumulative and, gather a nn^entum that can only be inter- 
rapted by temoyal cotnbat actmty. But the most serious 
W&fercdoQieat of the effeefe physical stress is supplied by the 
stress of coml^. 



THE COMBAT UNITS 


33 


The emotional stress is a complex network of imusual strains 
inherent in the combat situation. The stress is derived from 
different sources, which again mutually reinforce each other. 
Although complex, they can be reduced to four principal cate- 
gories: the all-pervading threat of personal injury or death, the 
injury or death of friends with its powerful effect on the inter- 
personal relations previously described, the necessity to engage 
in continually hostile and destructive activity, and finally the 
effect of all these strains, both physical and emotional, on indi- 
vidual motivation to remain in combat. 

The universally hostile atmosphere of the combat scene gives 
rise to an equally imiversal fear in combat men. Among so many 
dangers no one is safe. Ground force troops face dangers coming 
from many widely different sources and as a result their fears 
are apt to be generalized to the entire battle. Because of the 
more highly specialized nature of aerial combat, the possible 
dangers are more limited in that sphere, and the fear reactions 
are therefore more specific. But fear itself is the most potent 
source of emotional stress in combat. Fear is cumulative, because 
the longer the individual stays in the battle, the more remote 
appears his chance of conung out alive or tminjured. At one time 
in one overseas Air Force it was a mathematical certainty that 
only a few men out of each squadron would fi n ish a tour of duty. 
The threat is inescapable and ubiquitous, although it varies 
greatly in degree. Under such circumstances the somatic and 
psychological effects of fear are a source of strain on everyone. 

Of what is the airman afraid? In later chapters we shall dis- 
cuss the subjective anxiety and fear resulting from long-standic^ 
intrapsychic tensions and their relation to the combat situation. 
While he is in combat, the flier has a sufficiently objective source 
of fear, which receives constant stimulation from daily events. 
Flying itself is not a safe pursuit and the combat aircraft is 
continually subject to mechanical or structural failure. The life 
of the flier is therefore threatened not only by enemy activity, 
but by the very thing he loves and depends upon for safety — ^his 
airplane. His insecurity can be referred far back: to the designers 
of the plane (have they devised an aerodynamically safe, rugged 
ship?); to the manufacturers who may have left structural de- 
fects; to tile ground crews responsible for maintaining the motors 
and the fantastically complicated electrical and hydraulic 
mechanisms of the plane in shape to withstand the rough hand- 
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ling during combat missions. The flier’s security depends as 
much on the efficiency of his friends as on the activity of the 
enemy. 

There are always a sufficient number of routine accidents 
to leave a veneer of anxiety attached to any type of aircraft. The 
element of human failrue figures as largely in such accidents as 
structural or mechanical failure. The safety of the pilot, crew 
manbers or passengers depends on the judgment and alertness 
of the pilot. Thus one finds the pilot worrying about his reac- 
tions when he becomes fatigued, and fear then attaches to his 
own person: he is. afraid of himself. This fear may be no greater 
than that of his own crew who have noticed his reactions and 
are “sweating him out.” To a lesser but still definite extent, the 
reactions of other members of the combat crew may be sources 
of fear. The bombardier who freezes over the target and forgets 
to drop his bombs, the navigator who becomes preoccupied and 
loses his way, the gunner who stares fascinated at yellow-nosed 
Messerschmidts, unable to shoot, arouse severe anxiety in the 
rest of the crew. 

Although fear of the aircraft and of human in^ciency are a 
constant source of stress, the greatest fear is attached to enemy 
activity. The enemy has only two forms of defense against our 
combat aircraft: fighter planes and flak. The enemy’s fighter 
aircraft are efficient and highly respected by our combat crew 
members. But they are not as great a source of zuaxiety as flak. 
Enemy planes are objects that can be fought against. They can 
be shot down or outmaneuvered. Flak is impersonal, inexorable 
and, as used by the Germans, deadly accurate. It is nothing that 
can be dealt with — a greasy blade smudge in the sky tmtil the 
burst is close. Then it is appredated as the gaping holes in the 
ftiselage, the fire in the engine, the blood flowing from a wound, 
or the lurch t>f the ship as it slij^ out of control. Fear of enemy 
activity is seldom concrete until the flier has seen a convincing 
demonstration of what damage can be inflicted, and how little 
can be done to avoid it. After a series of such demonstrations, 
thenaof are fully aw^ of what canhappen, and the expectariem 
<rf ;§^j:i!^)elMon prothices a drag of fear wMch is difficult to shakp 
load of apprehenrion constitutes the chief 
Imnl^at. Almost everyone has to make some e^unkids 
dpfrtlod^d with it. The extent to wMch a man is aMe 

Ms ffljcceffl as a combat crew mmiber. J - ‘ ’ip 
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The loss of friends in combat is the second most important 
source of emotional stress. We have already described the ex- 
tremely close attachments which are formed between the men. 
The death of a buddy is felt as keenly as the loss of a brother. 
The men suffer not only from the sense of bereavement, but from 
having seen the anguish of a bloody and painful death. They 
cannot look away when the, ship flying on their wing receives a 
direct flak hit and bursts into flame. The sight of their tentmates 
bailing out with burning parachutes, or exploded out of a 
disintegrating ship, becomes stamped on their memory. The 
empty beds in the tent at night reflect this memory, which does 
not disappear with the sending home of their buddy’s clothes 
and personail effects. The grief persists and, though it is dulled by 
time, new losses may be added to it. In addition, the loss of 
friends stimulates increased anxiety. What happened to his 
buddy may well happen to himself, since they are so much alike. 
This double load of grief and anxiety is part of the heritage of 
emotional stress incidental to combat. 

Some of the men suffer a great deal of emotional tension on 
the score of havmg to be involved in an activity associated with 
so much death, injiuy and destruction. In this they are not so 
much upset by the possibility of their own death, or even of that 
of their friends, as they are by the thought that what they are 
doing is responsible for someone else’s death. They cannot toler- 
ate well the guilt of killing, even though in aerial warfare the 
victims are remote, almost abstract. It is interesting that those 
chiefly affected by this are the heavy bomba: crews, who are 
farthest removed from their targets. Fighter-bomber pilots who 
go in low to strafe troops, because these are soldiers who intend 
to kill their compatriots, are seldom affected, but many a 
bombardier tosses in his bunk at night to t hink what his bombs 
may have done to ihe civilian® miles below his plane, specially 
if he is not quite certain that he was on his ta3:get. Anexaggora.- 
tion of this feeling occurs in the rare ins^anc^of the of 

our own troops near the front lines, or the .^hooting down of our 
planCs through mistakes in identification. This is the least com- 
j^n source of onotional tension, yet it plays a definite role. 

The tendons stimulated by fear, grirf or horror at his own 
(festrttctive capacity, are dynamic and constantly press the flier 
to se^ relidf in escape fix)m the combat scene. Similarly, the 
ipouptii^. pbysfeal ^laustion cries for surcease. But the flier 
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cannot well give in. Though he would welcome an escape, his 
loyalty is bound to his job and will not permit it. The internal 
conflict cannot be resolved except by the honorable conclusion 
of combat which for fliers comes with the completion of a stated 
number of missions or combat flying hours. The only other 
honorable escape is through injury, illness or death. For this 
reason, the aimounced goal of the number of missions which is 
considered to constitute a tour of duty comes to have the greatest 
importance for the men. It is not only the point at which they 
can go back tp their homes and families, but it is the legitimate 
relief from the complex tensions under which they have been 
struggling. Up to t^t point, they have had to withstand the 
tremendous tension of fear and the countertension put up by 
their pride and sense of obligation, and thus have had to endure 
the fight within themselves as well as the battle with the enemy. 
How intense this internal conflict can be is attested by the 
statements of many combat crew members that they suffer more 
when they are on the ground and their crew is flying without 
them on a combat mission than they do when they are flying. 
Since their motivation is based principally on their identifica- 
tion with their combat unit and their loyalty to their friends, 
such a conflict is inevitable. 

The intensity of the conflicts resulting from emotional and 
physical stress in combat varies greatly in individual cases, in 
diSierent theaters of war and in different st^es of a campaign. 
Everyone reacts to stress somewhat differently. Some are able to 
handle it with the greatest efficiency and experience little 
difficulty. Others are crippled sooner or later and find themselves 
unable to carry on. At times durh^ a campa^ the motivation 
may become so intense, the morale so high, that even the wezikest 
a!re stimulated to tremendous feats of endurance, completely 
disregarding their physical fatigue and their fears. At other 
times, 'the morale may sink so low that even the slightest stress 
becomes unendurable. In general, however, there is a fixed 
limit of tolerance to the physical and emotional stress of combat. 
What happens to the individuail if this limit is exceeded will be 
discussed in the description of the dinical states. 



CHAPTER 3 


Motivation for Combat— Morale 


M!orale is a difficult term to define because it is so loosely 
used. We take it to mean the psychological forces within a com- 
bat group which impel its men to get into the fight. “Good 
morale” is ordinarily used to describe a state in which the men 
feel confident, satisfied, united and eaga: for combat activity. 
“Poor morale” implies that the men are dispirited, dissatisfied, 
disorganized and shy of combat. Thus “morale” refers to the 
collective state of motivation for combat throughout the group 
and to the many factors which influence this motivation (4). 
Leighton, for example, expresses “morale” as the capacity of a 
group of people to pull together persistently and consistently for 
a common purpose. The factors most concerned in its produc- 
tion and maintenance are: (1) faith in the common purpose; 
(2) faith in the leadarship; (3) faith in each other; (4) adequate 
health and a balance of work, rest and recreation (37). Since 
motivation is the nucleus of morale, it is of some importance to 
anzilyze it in relation to the individual flier before discussing it 
with reference to the group as a whole. 

In the previous chapter, we described the alteration in the 
flier’s personality produced by associatkoK within the combat 
group. No facet of his new combat personality thus produced is 
more important than his motivation. What is the force that 
compels a man to risk his life day after day, to endure the con- 
stant tension, the fear of death, the teasing threat of flak (“if I 
don’t get you today. I’ll get you tomorrow”), the steady loss of 
fliends, the empty beds in the barracks? What makes him willing 
to put up with the si^t of the injured, the bleeding, the dying, 
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the burning plane on his wing exploding into a thousand 
anonymous fragments? What drives him to dump four thousand 
pounds of death on the little people in the factories miles below 
him? What can possess a rational man to make him act so 
irrationally? As in any zispect of human behavior, the forces are 
complex, multiple and not always discernible. 

Some of the forces which compel him to fight are external, 
others internal. Some are conscious, some are unconscious. Some 
have always existed, while others are wholly the product of 
his combat associations and experiences. Between fanatical 
eagerness and utter lack of appetite for battle lie complex 
mechanisms arranged in such varying patterns that a complete 
understanding would require a detailed analysis of each case. In 
general, however, the salient factors can be arranged into those 
which the flier has brought with him from his civU life and 
training at home, and those which have been added as a result 
of his experience within the combat group. i 

Prior to his introduction to combat, the average flier possesses 
a series of intellectual and emotional attitudes regarding his 
relation to the war. The intdlectual attitudes comprise his 
opinion concerning the necessity of the war and the merits of our 
cause. Here the American soldier is in a peculiarly disadvanta- 
geous position compared with his enemies and most of his Allies. 
Although attitudes vary firom strong conviction to profound 
cynicism, the most usual reaction is one of passive acceptance of 
our part in the conflict. Behind this acceptance there is little 
real conviction. The political, economic or even military justifi- 
cations for our involvement in the war are not apprehended 
raccept in a vague way. The men fed that, if our leaders, the 
“big-shots,” could not keep us out, then there is no hdp for it; 
we have to fight. There is much danger for the future in this 
attitude, since the responsibility is not personally accepted but 
is displaced to the leadds. If these should lose face or the men 
fiiiKi themselves in economic difficulties in the postwar world, the 
attitude can easily shift to one of blame of the leaders. Then the 
cry will rise: “We were betrayed — ^the politicians got us in for 
their own gain. The militarists made us suffer it.” 

* vTheife ik much that is lacking in the political education of 
troqps, for which army policy cannot be critiqkgedt 
^ pfi lte sinnl^ on, the home front Late the. 

becaune awarfe.of this weakne$$ aDOfc^j^tsK 
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soldiers. The Information and Education Division was then 
organized to repair this gap in the psychological preparation for 
combat. Some progress in the face of considerable resistance has 
been made by this service, but at the time of writing the men 
still have only a dim comprehension of the me aning of the fascist 
political state and its menace to our liberal democratic govern- 
ment. The war is generally regarded as a struggle between 
national states for economic empires. The men are not fully 
convinced that our country was actually threatened, or, if so, 
only remotely, or because of the machinations of large financizil 
interests. In such passive attitudes lie the seeds of disillusion, 
which could prove very dtuigerous in the postwar period. Cer- 
tainly they stand in startling contrast with the strong political 
and national convictions jof our Axis enemies, which caA inspire 
their troops, when the occasion demands, with a fanatical and 
religious fervor. Fortunately, strong intellectual motivation has 
not proved to be of the first importance to good morale in com- 
bat. The danger of this lack seems to be less to the prospect of 
military success than to succ^s in the peace and to stability in 
the postwar period. 

What then are the decisive factors responsible for good 
motivation? Those that are the most compelling are largely 
unconscious. They are concerned with the individual’s past 
history and especially with his capacity to form identifications 
with other groups of people and to fed loyal to them. This 
process, eis with any identification, is based on strong love and 
affection and begins very early in life. By identification is meant 
the feeling of bdonging to, being a part of, or being the same as 
another person or group of people. The earliest identification 
made by an individualas with members of his family cirde, and 
is at first confined to those that provide love and care, the 
parents^ and especially the mother. Later the feelir^ of identity 
spreads to include both parents and tlren brothers and sisters 
and other members of the family. Eforii^ childhood, the range of 
identification becomes constantly broader as tiie horizon of 
sodal ccmtacts expands. Eventually, the school, then the com- 
inunity and finally the nation itself are included. 

Two factors of the utmost importance are fused in the process 
6f id«itifi^tion. One is that the person or group with whom the 
fakes phice is loved or needed to some extent. The 
f^tth^pedoQ bir group is in a position' of authority and in 
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this capacity makes demands upon the individual. The parent, 
the school, the community and the nation all are authoritative 
figures and all make constant demands for work, discipline and 
curtailment of personal interest and liberty in the interest of the 
group as a whole. In return for fulfillment of these demands, they 
give continued care, affection and support. At times such de- 
mands may be resented, but, because of the love and the need 
to be loved, they are ordinarily accepted by the individual and 
included within his personality as his superego. As he comes to feel 
himself a part of the group, such, demands are later not felt to 
be external. They do not seem to be foreign to him or hateful — 
they seem to exist within himself. Thus a feeling of obligation, a 
social feeling, is bom which, if the identification is strong, is 
powerful and can overrule all of his selfish, personal interests. 
The pressure to conform to the demands of the group is almost a 
compulsion, of which the individual is largely unaware and prob- 
ably could not explain even to himself. 

The formation of such feelings of obligation and loyalty to 
any group with which one is identified is of the highest sig- 
nificance to good morale. It is the essence of the powerful 
patriotic feelings which are stimulated in times of war, but which 
have their origin in earliest childhood. Although imconscious, 
they are of much greater importance than intellectual concepts. 
Their effect upon motivation in contrast with that of intellectual 
rationalizations is beautifully illustrated in the patriotic slogan: 
“My Country, right or wrong!” It would be much better if “my 
counoy” were in the right, but, when the chips are down, it 
■ isn’t important. Thus, in the present war, it would be better if 
our troops were fully convinced of the merit and sense of the 
sacrifice they are making. If the justice of the agony they are 
inflicting on others and are going through themselves were 
clearly appreciated, they would have less qonflict about it now 
and in the future, but its lack does not abolish their feelings of 
obligation to make the sacrifice. Loyalty is exclusive of ethical, 
political or mcwral considerations. It is intolerant of all considera- 
tions in opposition to the welfare of the person, group or idea for 
which the loyalty is felt. 

Not all Americans have been able to develop a range of 
i^imtification large enough to include the nation and thus to 
develop strong feel ing s of loyalty and obligation. To some extent 
tifis ftbifity seems to be a measure of social maturity. There are 
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individuals who feel loyal only to themselves and are not identi- 
fied with any other individuals or groups. Others remain identi- 
fied only with their families, and feel strong resentment at having 
to make a sacrifice for some larger group. Many such men have 
been taken into the army, but the pressure to make the sacrifice 
and give service luis been largely external. They perform their 
duties and carry out responsibilities mostly out of fear of re- 
ceiving punishment if they refuse. Resentment at having to 
make the sacrifice of personal interests involved in army service, 
and especially in combat, is reflected in the constant griping 
and complaining of the soldiers. But in those who are firmly 
identified with the national aims and the army group, this 
resentment seldom exceeds verbal levels. If it does lead on 
occasion to breaches of discipline or acts of hostility, the indi- 
vidual later reacts with some shame or guilt. Shame and guilt 
are only possible when the compulsion is internal, since they 
develop from failure to live up to the superego’s demand. Re- 
sentment in men who feel no internal obligation nor loyalty 
may also not be overtly expressed because of an external fear of 
pimishment. Occasionally such men become fliers. Usually 
they fail to develop adequate combat personalities, and their 
combat records are characterized by a type of reaction which 
will be described in detail in chapter 4. It can be anticipated, 
however, that their inability to identify with the group will lead 
to inferior motivation, and therefore have a harmful effect on 
their personal morale and the moi*ale of the unit. 

Thte ability to identify with a group and the past history of 
such identification are probably the most important but not the 
only emotional components of good motivation for combat. 
There are other, more personal identifications which operate in 
individucil instances. A father or an unde who was a soldier in 
the last war, and whose war experiences have been family prop- 
erty since that time, transmits powerful incentive^ to the son. 
Driven by the identification, he sedss to recapitulate the father’s, 
experience and perhaps outshine him. In families with a long 
military tradition, the effect upon the motivation of the m^- 
culine members needs no comment. But America has been a 
peaceable coimtry where there are few f amili es with a military 
tradition. As a kind of substitute, however, thae are families with 
a sirong aggressive tradition in sports and economic and sodal 
activity. The past attitude of the authoritative monbers of the 
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family in regard to carrying out aggressive activities Eind obliga- 
tions produces a strong urge in the children to respond to the 
militaiy call. Quite frequently this urge is not only based on past 
and now unconscious identification, but is also the product of 
definite conscious pressure on the part of the families. Fathers 
and mothers, even wives, may urge th^ men to get into the fight, 
and make them feel ashamed to stay out. Similarly, the example 
of brothers or other members of the family, already injured in 
this war, makes the men eager to get into the battle and avenge 
their injiuy or death. 

On the other hand, the expressed attitude of the family may 
have no effect on the motivation of the individual, or may even 
be harmful. Essentially the effect of the family’s attitude depends 
on the type of soil it falls upon. Many families plead with their 
sons to stay out of combat — ^to let someone else take the risks. 
If a mam has already become strongly attached to a combat- 
destined unit and is a stable, well balamced person, this may 
result in a quiet determination to conceal his combat activity 
from the family . But, again, it may produce considerable 
emotional conflict. In some cases such a conflict is merely an 
intensification of previous long-standing feelings of insecurity 
and inferiority, stimulated by an overprotective family who have 
always babied the boy. Now is his chance to escape, and combat 
is visualized as a cortain, if somewhat radicail, method of making 
a man of himself. If he accepts the chaUer^e and defies his 
family, or even if he is thrust into battle by the routine of army 
assignments, the result on his personal motivation is usually good. 
He is likdy to develop strong intentions of making an ^ceUent 
combat record in the effort to compensate fca? past deficiencies 
(cf. case 27). Unfortunatdy, this type of motivation is somewhat 
fragile. There is a serious possibility that at the first taste of the' 
stress of combat.it will collapse, and the man, suffering the pangs 
of anxiety and fear, will regret that he did not listen to his family 
in the first place. Smne men, however, maintain their motivation 
and then suffet even greater, pangs of anxiety and depression 
because of tins new, failure , and increased sense of ufferiority in 
the fece of their f a m il y ’s warning- A third posable reaction to 
sm overjaotective fmaily, demanding avoidance of combat, is 
a^ easy comefdianee with the appeal. Such men make all sorts of 
Qotoscaous attempts to get out of combat duties, and, if forped tq 
mbtivated only, by fear of punishmemti 
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subsequent records in combat will be discussed in the next 
chapter. 

There is another facet to motivation for battle, which has 
sometimes been overemphasized. That is the respectable, socially 
approved release of aggressive and destructive impulses provided 
by combat. Few Americans anticipate pleasure from destruction 
or killing, and, although some chronically hostile, aggressive 
individuals may be fascinated by the prospect of getting all the 
fighting they want, they frequently find it impossible to adapt 
their habitually irascible personalities to the controlled environ- 
ment of teamwork and coordination necessary in battle. The 
most frequent reaction among American troops to the universal 
and excessive destruction, which is inseparable from war, is 
disgust. Not imtil he feels that he has been personally injured by 
the enemy, usually after the death of close fidends, can the 
American soldier think of kUling enemy personnel without inner 
revulsion. Ruthless killing and disregard for individual life and 
integrity have been too foreign to our training. The necessity to 
kill is usually something that is endured or accepted as necessary. 
It is erroneous to consider that hatred of the enemy is necessary 
for a good fighting morale, for hatred and sadistic gratification 
from killing are sources of guilt to the hater and are not the best 
motivation for objective and successful combat. 

There is, however, an aspect of aggressive activity in combat 
that is more acceptable to the men because it is in line with their 
previous training in sports and all sorts of athletic activities. 
The idea of pressing on to a victory over a strong opponent by 
virtue of superior force, skill and training has considerable ap^peal 
to any American. Aerial combat provides repeated opportuni- 
ties for employing the kind of talent needed in the planning of 
strategy and the execution of tactics in ft)olball — with ma- 
neuvers comparable to through-the-line plunges and end-runs 
carried out by the bombers, sind others resembling blocking and 
tacMing by the fighters. The satisfaction that comes frPm victory 
by superior maneuver, deception or strategy is one of the in^r- 
tant j)rops to good motivation, rather than a central part of it. 
The men soon learn that the enemy plays for keeps, and that a 
-Mfe and’death struck is not the same as a game of fcotball. Yet 
bur ftiers maintalrt tiie illusion of good sportsmanship in battle, 
to shiaot.paraGhuting enemy f^ts and sometimes ostra- 
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These are the essential components of the individual motiva- 
tion for combat which exist within the men before their exposure 
to battle conditions. Before going overseas the men are usually 
assigned to combat replacement crews, or to whole new groups 
alerted for shipment to a theater of operations. Here a crystalliza- 
tion of their previous attitudes takes place, which is the begiiming 
of group morale. Whatever intellectual motivation they possess 
is about to be fulfilled, as is the case with their personal identi- 
fications, and they are at last a part of a combat group, to which 
they rapidly develop a strong attachment and feeling of loyalty. 
The anticipation of going overseas and getting into the fight 
stimulates a powerful excitement, which the men habitually 
refer to as “eagerness.” They become very restless for combat and 
impatient of delay. If for ^y reason one of them has to be 
removed from the combat team, it is a great blow to all. We 
have seen men break down into imcontroUed tears because of 
having to be taken firom the combat crew at the last minute on 
account of iUness. Nevertheless, there is a certain aspect of the 
“eager beaver” reaction which is unrealistic and theatrical. 
The men seldom have any real, concrete notions of what combat 
is like. Their minds are fiiU of romanticized, Hollywood versions 
of their fiiture activity in combat, colored with vague ideas of 
being a hero zind winning ribbons and decorations for startling 
exploits and with all sorts of exhibitionistic fantasies to which few 
would publicly admit. They anticipate the same kind of thrill 
and excitement from combat as they derive from flying itself — 
only intensified. They are not at all prepared for the nightmare 
experiences in store for them, partly because they have not 
been told about them, partly because they would not have 
believed them or taken Aem in if they had been told. Com- 
bat is always a Sinprise and a shock, because there is no way 
of preparing for the emotional impact short of the actual 
experience. 

When the men join their group in the combat theater, their 
“eagerness” rapidly becomes tempered by the realities of the 
battle situation. After a few exposures to the stress of fighting, 
on combat missions, they become increasingly realistic. At that 
point a great Strain is placed on their individual motivation. 
As they begin to realize what they have let themselves in for, 
it is only natural that they should search their souls as to why 
they ever allowed it to happen to them. Blind faith and un- 
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questioning submission to fate are not part of the American 
character. Thoughts of friends at home, peaceably going about 
their jobs as instructors and transport pilots in the AAF, arise 
and depreciate the strongest motivation. The personal necessity 
to fight the war appears dim in view of the millions at home who 
are not fighting or suffering in any way. Any desire to be a hero 
evaporates in the heat of combat and most of the men are con- 
tent to have a hero’s role thrust upon them only if the situation 
cannot be avoided. They are not looking for it. Personal identi- 
fications tend to weaken in the face of the combat stress. The 
father who lived through the last war to tell about his combat 
experiences may not be so important now to the son who sees 
little chance of living through this one. 

If the weakening of personal motivation were not coimter- 
balanced by some other force, the desire to fight would rapidly 
diminish. The additional force necessary to keep the men’s 
determination to continue in combat at a high level stems from 
the effects of the combat group, and is recognized as group 
morale. It is therefore more than the simple sum of the individu^ 
motivations found in the men before they came into combat. 
It is the result of the interpersonal relationships described in the 
previous chapter, and, specifically, of the intense loyalty stim- 
ulated by the close identification with the group. The men are 
now fighting for each other and develop guilty feelings if they 
let each other down. As . Herbert Spiegel ( 58 ) puts it, the men 
seem to be fighting more for someone than against somebody. 
Individuality, the personal fate of one man, becomes of second- 
ary importance. If his own future seems dim and its span brief, 
the flier is not imduly disturbed, since so large a portion of his 
self interest has been transferred to the interests of the group. 
He thinks less about himself and more about others than at any 
previous period in his life. This spirit of self sacrifice, so char- 
acteristic of the combat personality, is at the heart of good morale 
and is not easily achieved in a cultural group so traditionally 
individualistic and self-assertive as the Americans. Once 
achieved, it must be carefully tmd continually nurtured. If it is 
lost, the battle is as good as lost. Military men have long recog- 
niz^ thfe, and have considered the spirit of the fighting troops 
the most important single factor in success in battle — more 
important, for example, than equipment, training, freshness or 
advantages of terrain. 
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The principal factor governing the maintenance of this type 
of spirit is the quality of the leadership. The necessity for good 
leadership is, of course, obvious, if considered only from the 
standpoint of the leader’s technical ability. Certainly as impor- 
tant as his technical ability is his personality, upon which, in the 
final analysis, depends his capacity to influence morale. The 
spirit of self sacrifice among the men is not achieved without cost. 
For what the men give up they expect to be paid in the form of 
continual and effective attention to their needs. They have given 
up most of their selfish interests for the sake of the group. But 
they do tha for their buddies and for their leaders, on a personal 
basis, out of affection and loyalty. They can only be paid back 
on a- personal basis. The leaders must return the loyalty and 
affection m kind. In his role as the father, the leader exerts the 
most profound effect upon his men, and the way this relation- 
ship works out iu the combat unit is of the utmost significance to 
good morale and success in battle. It is useful, therefore, to 
examine the requisfres for a successful combat leader. 

First of all, the leader must be technically competent in his 
military duties. The personal safety of his men depends upon his 
skill, knowledge and good judgment in battle. If he demonstrates 
his tactical abilities to the men, they feel thereby protected, but, 
if he should prove himself to be inefficient, they lose confidence, 
feel insecure and become naturally imwilUng to follow him and 
resentful of his orders. They are not imwilling to die, if they 
nlust, but they have no inclmation to court death because of an 
incompetent leader’s stupidity. 

The leader must be not only technically sound, but strong in 
character and decisive. There must be no question of his courage, 
since the mm become so strongly identified with him and from 
this identification absorb strength. The identification makes all 
his personal attributes infectious. His strength and courage are 
communicated to the men, \vho afe thereby enabled to show a 
similar (x»u-age and strength io a degree they might never have 
sui^cted was pt^ible. The ability to make the men surpass 
thojiselves, to stimulate the men to rise above their usual level 
#d®ei©at7^ and courage, must be wisely used. The good leader 
ssiieamimKiing of the men, and gets more out of them not only 
he, communicates his own strength, but because he asks 
upon supermr perfcamance. Naturally, he k more 
Hkrfy to get mch a p^ormance in combat if he m^es the aahie, 
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demands on himself, thus perpetuating the identification. The 
leader who demands a sacrifice from his men which he is not 
willing to make himself is not likely to get a good result. Nothing 
is worse for morale than a leader who leads from the rear, where 
it is safe. This completely destroys the personal basis upon which 
American soldiers, at any rate, are motivated and stimulates a 
resentment which is apt to color the whole future military career 
of a man. 

At the same time, the leader must have good judgment con- 
cerning the limit of tolerance the men have for combat conditions. 
He must demand results in order to get them, but, if he demands 
too much and drives the men past their tolerance, their spirit 
may break. Then, if they do not become psychological casualties, 
they are usually left with so much resentment that the morale of 
the entire group deteriorates. On the other hand, he must avoid 
the opposite fault of not demanding enough. Some leaders, 
overconscientious in their responsibility for the men’s welfare, 
hesitate to ask them to go through the repeated hardships and 
sacrifices. Such a leader becomes too strongly identified with his 
men and is iiicessantly worried about them. He becomes upset at 
combat losses and finally reaches a point of inefficiency as a 
leader. The seasoned leader knows how to avoid the twin evils of 
lack of consideration and overconsideration. This entails walking 
an exceedingly narrow rope, especially if the tactical situation 
turns bad or if the replacements or relief fails to appear. Yet it 
has again and again been demonstrated to what incredible 
lengths of sacrifice and effort the men willingly go for a leader 
who has their confidence and affection. 

To keep his men’s affection, the leado: must be a just and 
impartial father. Those who have exceeded the ordinary call of 
duty in acts of outstanding merit or self sacrifice are rewarded 
fairly with public citations, promotions and decorations. If there 
is even a suggestion that such rewards m'e given out u n fa ir ly, 
on the basis of personal friendship or for political considerations, 
the leader destroys his good relations with the ilatett. They fed 
depreciated and resentful and may refuse to go. throu^ fiirdier 
saoificM for a man who does not appreciate what they arc doing. 
On the other hand, those who fail in their duty through lack of 
loyalty and unwillingness to make the effort must be firmly dealt 
with. Failure to do so, because of softheartedness or overcon- 
. dderati^, ag^tifi depreciates the efforts of those who are giving 
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their best and sets a premium on weakness. The men are not in 
combat because they enjoy it. Most of them permit themselves a 
well controlled desire to escape it but it does not help their self 
control to see other men escape too easily. Promptness in punish- 
ir^ any activity mimical to the welfare of the whole group is 
always appreciated by the men, and is important to the main- 
tenance of good morale. 

The good leader gives every consideration to the creature 
comforts of his men on a concrete level in so far as the military 
situation allows. It is amazing what degrees of physical discom- 
fort can be withstood cheerfully, jokiagly or philosophically, if 
the men feel that everything possible is being done for thcim. 
Mud, rain, days in wet and cold clothing, or intolerable heat, 
poor food, even lack of water, can be tolerated without too much 
diflSculty. But, if it becomes known or suspected that the poor 
living conditions are due to someone’s stupidity, inefficiency or 
ladk of interest, the men develop intense resentment. Their whole 
attitude n^y change, tolerance for the situation is lost and 
morale disintegrates. , 

Morale, the willingness to endure any sacrifice necessary to 
achieve’ success in battle, is contingent upon definite psycho- 
logical rewards for that sacrifice in the form of continued affec- 
tion, interest, support and appreciation. Though their immediate 
leaders and commanding oflEicers are the most important to 
the men in maintaining this spirit, the attitude of more remote 
elements both in the army and on the home front are also sig- 
nificant. The men’s ability to identify themselves not only with 
their immediate combat group but with the whole army, and 
with the nation and the people at home, depends upon the 
degree of backing they feel they are getting from them. For this 
reason, they become noticeably disturbed by adverse news from 
home of strikes, black markets, hoarding, profiteering and 
political chicanery. Anything which indicates indifference to 
the war is interpreted as indifference to their sacrifice and thus 
disturbs their morale. Their motivation continues because their 
suffering and possible death has the greatest meaning to their 
friends in their combat unit and parenthetically to all the other 
pen in the combat tinits involv^ in the war. But how much 
better would their motivation be if they could fed that it had 
the, same meaning. to their people at home! Either the entire 
nation is in the thing and willing to make a little sacrifice, or 
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there is no sense in what the men are going through except for 
the sake of other combat troops. 

In this respect again, both our Allies and our enemies have 
had the advantage over us because of a thorough identity of 
feeling throughout their nations. Their military and civilian 
populations feel close to each other to an extent undreamed of in 
bur country, which has not been directly hurt by the enemy. 
With us, the psychological gulf between combat troops and 
civilians, or even militciry personnel at home, has remained wide. 
The attitude at home toward our fighting troops has been one 
of overemphasis of glamour, the wirming team, the success story. 
There is no realistic appreciation of the meaning of combat, no 
actual identification with the experiences and feelings of combat 
troops. The home front has supplied the men with good traimng 
and good equipment, but has not been able to provide adequate 
emotional support on the same lavish scale. That morale at the 
front has remained sufiSciently high to supply the successes so 
avidly devoured by the public, has been due to the excellent 
relations between the fighting men and their immediate leaders. 
Their intense loyalty to each othar has seen them through every 
sort of difficult situation and has been a tribute to the capacity 
for self sacrifice and devotion among the men from the farms and 
villages, the cities and factories of America. 
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The Reactions to Combat 




CHAPTER 4 


Reactions to Combat Based on Previous Emotional Disorders 


Fliers react with vaiying amounts of physical and psycho- 
logical disability to the physical and emotional stress of combat. 
In this book we are concerned chiefly with the psychological 
disabilities, since states of pure physical exhaustion are rare 
among flying personnel. The psychological deficiency resulting 
from combat stress is of the greatest practical concern because 
no one is immime. If the stress is severe enough, if it strikes an 
exposed “Achilles’ heel” and if the exposure to it is sufficiently 
prolonged, adverse psychological symptoms may develop in 
anyone. Once symptoms have appeared, it then becomes a 
question of good medical and military judgment how much 
longer the sufferer should be exposed to the combat situation, 
and what can be done to help him. The immediate tactical needs 
for personnel may require their maintenance in combat despite 
their symptoms. On the other hand, such needs must be bal- 
anced against the effect of the symptoms on the fighting efii- 
ciency of the men, the dangerous effect on the lives of crew 
members, other crews and expensive machines and the possible 
effect on the future health of the individueil. For the purpose of 
making valid decisions, there must be a clear conception of the 
nature of the psychological reactions. 

The psychological symptoms can be thought of as neurotic 
manifestations in the sense that they are maladaptations or 
inefficient reactions to specific stress situations of reality. Initially 
most , men react well to the combat situation. They are eager, 
enthusiastic, cool and competent. Under the most harrowing 
circunastances, they are able to control fear or anxiety, to think 
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clearly and to make appropriate decisions with rapidity, no 
matter what their previoiis personality types may have been 
(29). With their previous training and the experience gained in 
combat, they develop a striking efficiency, both as individuals 
and as teams. It is this efficiency, which our enemies had not 
anticipated, that lies behind the notable string of victories 
achieved by all combat arms in the present war. It is also this 
aspect of the soldier’s combat personality which has been given 
the widest publicity. What happens to the men upon continued 
exposure to combat hats been mqre or less overlooked. 

The imending strain eventually produces distress signjils 
affecting any part of the mind or body. Enthusiasm and eager- 
ness easily give way to a great weariness of battle, which is then 
endured because there is no way out. Transient fears turn into 
permanent feelings of apprehension. Anxiety may be related for 
a time only to a reaction limited to the most dangerous moments 
over the target, but it has a tendency to spread until it is con- 
tinuous or is stimulated by only trivial sounds. Good muscular 
coordination is replaced by uncontrollable tremors, jerky ma- 
nipulations and tension. Constant tension leads further to a rest- 
lessness which is never satisfied by activity and is intolerant of 
repose. Sleep dwindles and may give way altogether to insonmia 
pxmctuated by fitful nightmares. Appetite is noticeably reduced, 
and gastric difficulties may appear. Although air sickness 
is rare, nausea and vomiting after meals, especially breakfast, are 
fairly common, as is a fimctional diarrhea. Frequency of urina- 
tion, headache and backache are also common signs of the body’s 
reaction to the emotional stress. With the growing lack of con- 
trol over the mental and physical reactions come a grouchiness 
and irritability that interfere with good relations among men. 
Some give way easily,' and are always in a tju^el or au-gument. 
Others become depressed and seclusive, and stay away from their 
fifiends to avoid dissension, or because they feel ashamed. Think- 
ing and behavior may become seriously altered. Forgetfulness, 
preoccupation, or constant brooding over loss of friends and 
combat experiences destroys purposeful activity. The behavior 
Gi the men may become not only asocial, but completely in- 
af^iropriate and bizarre. 

The danger signals, may appear in anyone in various dc- 
-The extent to which they can be labeled pathological 
cbp^ids upcm two factors: thdir severity, or the degree of ineffi- 
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ciency they produce; and the amount and type of stress which 
were required to produce the symptoms. 

A great many men experience some degree of anxiety or some 
psychosomatic response to combat stress, which nevertheless at 
no time becomes severe enough to incapacitate them for Ml 
duty. The common wheeze, “^e you nervous in the service?,” 
owes its universal appeal to its grain of truth. But whatever their 
difficulties, most ffiers are able to control them during the time 
that control is desperately needed, and thus never become 
psychiatric CEisualties while they are overseas. What happens to 
many of these apparently successM soldiers upon their return 
home ■tvill be dezilt with in later sections of this book. Here, we 
are concerned with those individuals whose symptoms become 
so marked that they are unable to continue in combat, and thus 
must be considered psychiatric casualties. 

Repeated observation has demonstrated that the men who 
become psychiatric casualties can be divided into two arbitrary 
groups on the basis of the intensity of external stress to which 
they have been subjected. In the fct group the stress has been 
minimal, and yet has led to severe symptoms. In the second and 
by far the larger group, the stress has been severe, and has only 
produced marked symptoms after a prolonged exposure. It is 
apparent therefore that some other factor besides the intensity 
of stress is responsible for the production of symptoms. This 
factor of course consists in the initial psychological preparedness 
of the individual to react to specific stimuli. In the presence of a 
previous emotional disorder, small amoimts of stress to which 
an individual is sensitized may lead to severe symptoms. Con- 
versely, men who have considerable psychological stability 
can withstand large amounts of stress before giving way to 
crippling symptoms. 

Some combat ffiers have slipped through the Air Forces’ 
psychiatric screening in spite of overt emotional disorders suf- 
fered in the past, which they t^eMly conceal in thdr deterr 
mination to obtain flying training. In others, the psychological 
difficulties are masked, and adaptability has at least been good 
enough to deal with the ordinary vicissitudes of life. The under- 
lying weakn^ is only revealed clearly under the stress of combat 
when overt psychological difficulties appear. After the appear- 
ance of symptoms, a careM case history will usually reveal 
evidence of persondhty traits which prepared the patient for the 



56 


THE REACTIONS TO COMBAT 


neurotic reaction. Such hindsight, based on data easily obtained 
when the patient is preoccupied with his symptoms, should not 
unduly prejudice the observer against the original medical and 
psychiatric examination. All men showing symptoms early 
after minimal stress are instances of misclassification for combat 
duties, and many of them are misclassified for any type of flying 
duties. However, only a certain proportion of these could have 
been detected before the crucial test of combat (cf. chapter 1). 

The types of early reactions to combat, based on obvious or 
concealed previous emotional disorders, fall into three groups 
which shade into each other. The individuals in the first group 
show neurotic symptoms of every type, obviously related to an 
intrapsychic conflict between their imderlyihg insecurity and 
their sense of duty and obligation to continue in combat. They 
are characterized by a rather weak ego and a strong sense of duty, 
and as a consequence are usually distinguished by large quanti- 
ties of anxiety, invariably accompanied by depression. It is into 
this group that by far the largest proportion of the early failures 
fall. The second group consists of men whose underlying in- 
security and weak ego likewise lead to the early appearance of 
anxiety, but who lack a conscience reaction to their failure. They 
have little or no sense of duty or loyalty, and therefore a minimal 
or no internal conflict. Their conflict is only between their egos 
and reality. Although their anxiety is easily stimulated, it is 
short-lived, since they make an immediate efibrt to remove 
themselves firom the combat situation which arouses it. Because 
of the absence of internal conflict, they show few clinical symp- 
toms when they are distant from the battle scene. The psycho- 
logical disability lies principally in their behavior toward escape 
from combat duties, and in the effect this activity has on the 
morale of their units. In the last group, the disability consists in 
difficulties in behavior which are not related to anxiety but in 
which the stress of combat has intensified a long-standing in- 
ability to adjust to groups, to work in teams and especially to 
yield to authority. Such men are in continual trouble with their 
commanding officers and, because of either excess alcoholism 
or constant bickering and feuding with other men, are a threat 
to the morale of their organizations. 

The men in the first category, showing primarily neinrotic 
symptoms and rapid loss of efficiency under combat stress, are 
ansong the most interesting and most unfortunate examples of 
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what war does to individuals. The degree of insight into their 
difficulties varies tremendously — ^from good to none at all — yet 
they all suffer greatly. During the early phases of their reaction, 
while the symptoms are still mild, the untrained observer is apt 
to be more aware of the secondary gain of the symptoms than 
of the true nature of the disturbance. These men are therefore 
likely to be accused by commanding officers and even by some 
medical officers of malingering, or made to feel that they are 
cowards. Sometimes because of the pressure of these attitudes, 
sometimes simply because 6f the pressure of their own ideals, 
such men are kept in combat imtil their mild symptoms have 
become severe, at which time there can no longer be any ques- 
tion of the diagnosis or the proper disposal of the case. The 
longer they are maintained in the stress of combat, the more 
severe the symptoms become. This immeasurably complicates 
future treatment and rehabilitation. 

The following series of cases gives examples of such reactions, 
arranged to show the differences in severity of stress rather than 
the particular symptoms evoked. 

Case 2: Early breakdown in a highly predisposed pilot under minimal 
stress. 

A 25 year old P-40 pilot was sent overseas with a group of 
replacement officers in March 1943. There he remained in a 
replacement pool and waited for three months to be assigned to 
a tactical organization. In June, just as he thought he was about 
to be assigned, he was transferred to another theater, and again 
found himself in a replacement pool awaiting assignment. After 
being shifted to a fighter* training center, he was finally assigned 
at the end of Jiily to a fighter group, flying Spitfires. During all 
this time he was very much upset by the frustration and xmcer- 
tamty of waiting so long for active combat duty. However, he 
was even more upset by his conversations with pilots going 
through the replacement centers on their way home after com- 
pleting a tour of duty. These men related hair-raising and 
gruesome stories of their combat experiences, concentrating on 
the horrible details with which they love to intimidate the 
neophyte. By the time he was finally assigned for duty, he was 
already in a tense and anxious state, and had difficulty in sleep- 
ing as a result of being so attentive to these ultrarealistic accounts 
of combat stress. 
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Although his apprehension was immediately apparent, he 
was accepted by the Spitfire organization, and after three weeks’ 
training was allowed to go on a routine combat mission. How- 
ever, he had difficulty in maintaining proper formation, and 
kept t alkin g volubly over his radio about the possibility of enemy 
attack. When he returned from the mission, he was so agitated 
that he required sedation to sleep that night, although there had 
been no contact with the enemy and nothing of consequence 
had happened during the flight. Because of this reaction, it 
was proposed that he be transferred to some other organization 
for noncombat flying, but he expressed such anguish and dis- 
appointment over this proposal, and begged so desperately to 
be given another chance, that he was assigned several days later 
to another mission. On this occasion his flying was extremely 
erratic. He became confused about orders received from the 
flight leader during a minor skinnish with enemy planes, and 
broke up the formation so badly that he was a source of more 
anxiety to his colleagues than was the enemy. He was accord- 
ingly told that he was through with combat and in a few days 
was referred for psychiatric consultation. 

At the time of his psychiatric interview, a week after his 
second mission, this officer was severely agitated and depressed. 
He had a gross tremor of the hands, his eyes frequently filled, 
witii tears, and his speech was rambling and occasionally 
blocked. The chief superficial content of his depression was his 
failure, and he alternated between severe self condemnation 
and wordy attempts to explain and apologize for his poor show- 
ing. He showed some insight into the fact that he was emotionally 
unsuited for combat duties, but this fact depressed him and 
caused so much additional anxiety that he would become con- 
vulsed with sobs and unable to talk. After several interviews he 
became able to tell about his severe anxiety regarding the combat 
situation, and he then admitted that he had always been some- 
what afraid of airplanes, and that during his second naission his 
mind had become so confused that he had no idea what he was 
doing. 

. i Treatment of this pilot was confined to reducing the intense 
pnessiBrt: from his sense of duty (superego reaction) and helping 
him tp- ^accsept future .duties more realistically adjusted to his 
capachaes. When he becan^ calmer mad less- depressed, he 
described pre^ous episodes of anxiety that had occurred during 
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his high school and college days. It was evident that he was 
a dependent individual who had always reacted to uncertainty 
and strain with anxiety. After his graduation from college, he 
married a maternal woman, and his episodes of anxiety, widch 
had never been incapacitatir^, decreased in severity and fre- 
quency. He entered the public relations field, and was fairly 
successful in the promotion of ideas and campaigns that stim- 
ulated his strong ethical and moral feelings. When the war came, 
his imagination was fired by the idea of serving his coimtry as a 
combat flier. He visualized this role with the unrealistic but 
moral enthusiasm that had made him competent as a promoter 
of ideas, but which was no guarantee of success in combat flying. 
The idea was further attractive because it would give him the 
chance to deny his previous anxiety and insecurity. Accordingly 
he concealed these from the medical examiners, and unfor- 
tunately he possessed sufficient motor skill to complete his flying 
training. Occasional fears of flying and brief moments of doubt 
about combat he thrust firmly from his consciousness because 
they did not correspond with the goal he had set for himself. 
However, the mere approach to combat overseas upset his 
precarious balance and left him without any defenses. 


This case illustrates nicely the small amount of stress required 
to evoke pronounced symptoms in a predisposed individual. It 
also illustrates the difference between the degrees of psycho- 
logical deficiency which can be tolerated in Air Forces and in 
Ground Force combat troops, respectively. Since this individual 
was excessively conscientious and intent upon fulfilling his com- 
bat duties, he would never under his own volition have at- 
tempted to avoid the stress. He was removed because even slight 
inefficiency in a combat pilot is too much of a hazard to the 
other fliers. Had he been in a less responsible role in a ground 
force combat area, it is probable that he would have been ex- 
posed to much greater stress, resulting in much more regression 
to immature attitudes and behavior. The severe cases of ego 
regression to infantile patterns of conduct resembling psychoses, 
which we have described previously in Ground Force personnel 
who have imdergone prolonged, severe fighting, are rare among 
fliers. This pilot would have been an ideal candidate for such 
a reaction in a situation where he could be pinned dovm by 
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enemy fire for days with little protection and constant loss of 
life about him. Since he had experienced only minimal stress, 
his treatment was not difficult. He made a good recovery from 
his depression. Although still showing some mUd anxiety, he was 
able to be reclassified for groimd duties in special service activ- 
ities in noncombat areas. 

Case 3: Epileptiform sdsyae with little conscious anxiety, developed 
under minimal combat stress in an insecure, unstable flier with a strong 
superego. 

A 23 year old, slow-spoken, slow-moving B-24 bombardier had 
come into combat full of enthusiasm but was able to complete 
only seven operational missions. He was referred for psychiatric 
consultation after an epileptiform seizure which had forced 
an early return on his eighth mission. He ordinarily gave the 
impression of being calm and well controlled, though somewhat 
immature. On his first mission his flight had met an intense flak 
barrage. Many aircraft went down in flames or exploded, and 
his own ship was riddled with holes though no one was hurt. 
He remained calm and efficient throughout this trip. His second 
mission was a routine and safe expedition. On the third, heavy 
and accurate flak was again encountered, and he was very tense 
over the target, but performed his job efficiently. The fourth, 
fifth and sixth missions were attended by only slight opposition, 
but the officer was very tense over the target. On his seventh 
mission he developed acute anxiety while approaching the target 
through intense flak, and twice deviatefi sharply to the left when 
he saw close flak bursts ahead of him. During the run on the 
target the bombardier Controls the ship and should maintain a 
straight and level course. These corrections took the plane off 
its course, so that the bombs widely missed their target. It was a 
foolish and impulsive act, dictated by anxiety. 

His crew were angry and disgusted with him because of this 
evidence of unreliability, and he felt very depressed that night. 
He was much attached to the men on ^ crew. They had all 
been together a long time, and he felt that there were no finer 
men to be foimd anywhere, nor a better combat crew, and he 
wanted to be worthy of them. He begged them to hold off 
judging him too severely, pleading inexperience and promising 
that it would not happem again, whereupon they relented. The 
next day they heard that they woidd make a vay long, very 
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important mission. There was much excitement in the air. They 
went to bed but did not rest well because of the excitement. 
During the early morning hours there was a long briefing, during 
which the tension continued to mount. After the briefing the 
pilot took his crew aside and emphasized how eager he was to 
nmke a good showing on this mission, since they were new in 
the organization and still had to prove themselves. The target 
was top priority and very dangerous, and everyone had to be on 
his toes. On the way out to the plane in preparation for the take- 
oflf, our bombardier felt suddenly sick and panicky, and wanted 
to run away. With an effort of will, he controlled the feeling, 
said nothing about it and got into the bomber. Once inside he 
felt better, but after the plane was airborne he again became 
tense and imeasy. While they were over the sea only two hvmdred 
miles from their home base, the navigator imexpectedly fired 
several rounds from his machine gun to clear the gun. The 
bombardier was startled, suddenly lost consciousness and slipped 
to the floor. Efis arms and legs trembled convulsively and his 
facial muscles twitched, while he uttered low guttural sounds. 
After a minute of this, he began to beat savagely with his hands 
on the floor and sides of the fuselage, moaning, “Oh, God, don’t 
let them do th i s to us.” In about four minutes he relaxed and 
recovered consciousness. The pilot in the meantime had left 
the formation to return to his base with the sick officer. When 
he was told that the mission was aborted because of his seizure, 
the bombardier wept and begged the pilot to continue on the 
mission. The crew were enraged at the turn of events but re- 
turned to the field. 

In a few days he wais referred for psychiatric consultation, 
the opinion of ^e Flight Surgeon being that he was not psy- 
chologically qualified for flying duties. At the first interview he 
showed slight atrxiety and restlessness, and was moderately 
depressed. He displayed very little insight, and pleaded earnestly 
for “medicine or something’ to control his nerves on combat 
missions so that he could go back to his crew. He was desperately 
anxious to go back. He interpreted his reaction as a nervous 
straiin, and could not appreciate its origin in fear or any emotion 
coimected with combat, although in the light of his behavior 
during his seventh mission the coimection was perfectly obvious. 

The dissociation of emotions which allowed him to conceal his 
intense fears from himself in order to preserve the chauacter of 
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an enthusiastic and competent combat airman was highlighted 
during an interview under intravenous sodium pentothal. He 
was told, after the establishment of narcosis, that he was in his 
plane on the way to the target which had been the objective of 
his aborted eighth mission. He immediately reacted with un- 
controllable anxiety. Galling out flak bursts in a voice of terror 
and panic, he jumped about with such frenzied movements 
that it was difficult to keep him on the narrow army cot used 
for the treatment. He kept pulling the pillow around his head 
as if it were a helmet he could use for protection against flak. 
He was inarticulate, with the exception of calling out each new 
flak burst. He had of course not actually run into any flak on his 
eighth mission, but this performance was a good demonstration 
of what he expected and of what his inner reaction was. Nothing 
was sai,d to him during this time, and he gradually became 
calmer and finally relaxed. Then he suddenly began to talk to 
himself in a much altered voice. He spoke slowly, calmly and 
reassuringly. He was telling himself that there was nothing to 
get excited about. Sure it was dangerous, but why get excited 
about that; you either lived or died. Fellows died every day. 
Cest la guerre. It didn’t pay to blow your top about it. There was 
no sense in worrying. He had a wonderful crew, a swell bunch 
of fighters. He had to be worthy of them. He couldn’t let them 
down. What they were doing was too important to screw up 
now. Chances were he’d get killed sooner or later, but what 
was his life? What his crew stood for, what they had aU wanted 
to do, was much more important. He coiildn’t let his covmtry 
down either. The Jerries had to have their ears beaten back. 
It was up to everybody to do the job. 

It was obvious that this bombardier was trying to subdue his 
anxiety through reassurance and autosuggestion. He was talking 
fo himself lik6 a combination of a kindly parent, a chaplain and 
a sympathetic superior officer. Unfortunately he was talking to 
a dependent and insecure child, who was beyond the help of such 
simple reassurance. There was, moreover, something overly 
dramatic and unrealistic about the character of the reassurance, 
agsaething closer to a motion picture script than to the actual 
rcaotlciis of combat troops. It fitted the immature and hysterical 
perftpis^^. df t^s bombacdier, however. As the effects of the 
drug wpu'isff, hi bk eyes,- recogni^ the therapist with 

a smile and v^^ he had beep about. He luid bO 
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memory of his anxiety during the narcosis and was again in 
his usual slow-spoken, quietly harassed state. He wanted to know 
what had been found out about his “nerves.” 

This officer was the only cMd of rather elderly parents. His 
dependence and insecurity were the result of too much guarding 
and protection. While in college he had attempted to establish 
some independence from his family. He paid his own way by 
working at night and carried a full schedule of classes. The 
effort ended when he developed nervous spells, characterized 
by tension and frequent fainting. He thought he had heart 
trouble, but a doctor whom he consulted told him he was “just 
nervous” from overstrain. After he stopped working at night, 
the nervous spells disappeared. He had naturally withheld this 
information at the time of his examination for cadet training. 
He had a warm, friendly, rather naive and very conscientious 
personality, and it had been easy to mistake the superficially calm, 
slow-spoken manner for stability and miss the latait neurosis. 

After a short period of treatment, he was able to acquire a 
very limited insight into the relation between his insecurity and 
fear and his symptoms. He was permanently removed from flying 
status and reassigned to ground duties at an air base, still com- 
plaining over the misfortune of not bdng able to go back to his 
crew. He was seen, by coincidence, four months later at the 
airdrome where he was working. He rushed up to greet the 
therapist and immediately stated that he was slowly “going 
crazy” from having to work on the ground and see.so many of 
his Mends on combat crews pass through the airdrome. He 
begged to be allowed to return for a re-examination to see 
whether he could not be restored to flying status. The request 
was denied. He did not appear to have any undue anxiety or de- 
pression beyond his usual inability to accept his own limitations. 

^ I 

This case exemplified a very weak defense against long- 
standing anxiety and hostility, which broke down ^er a short 
exposure, to combat stress. Only while imconscious could he 
explode his deeply repressed hos^ty in the form of an epilepti- 
form seizure. Litfle of the anxiety was ever allowed to remziin 
conscious. The conflict between his super^o, into which most of 
his repressed aggressiveness had flowed, and his need for pro- 
tection is strikingly illustrated both by his symptoms and by his 
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inability to accept real insight into them. Because of his char- 
acteristic defense and his strong ego-ideal, he appeared to be 
good combat crew material until the actual exposure to stress. 
This is the type of case in which it is so difficult to evaluate the 
actual state of affairs and to predict how much stress can be 
tolerated. In the following case, the difficulty is even more 
dramatically revealed. 

Case 4: Anxiety and depression devel(p)ing under difficult living condi- 
tions but only minimal combat stress in a compulsive pilot. 

A 29 year old B-17 pilot had been a commercial airlines 
and test pilot for ten years prior to his joining the AAF. He had 
over four thousand flying hours to his credit and had always been 
considered a quiet, steady, efficient flier. He had been given a 
direct commission and was immediately 'checked out in the 
B-17 and B-24 planes. He was theoretically passed through the 
three phases of operational training but actually was used in 
various capacities as a test pilot and instructor and never re- 
ceived training in formation flying. Apparently it was felt that 
he was such a good pilot that he could pick up what he needed 
for operationzd flying when he went overseas. 

In combat this veteran of ten years’ flying was able to 
participate in only eight operational missions. He had severe 
anxiety with the first mission. He had always disliked the idea of 
combat. When he joined the Air Forces, he had anticipated that 
he would be used as a ferry pilot or a test pilot because of his past 
experience. When he received the combat assignment, he had 
been too conscientious and too shy to state lus true feelings. He 
had always been imaggressive and rather submissive, but hard- 
working and eager to do a good job. He resigned himself to the 
ovarseas assignment and determined to do his best. The idea of 
dropping bombs and killing people was very disturbing to him, 
but he kept his feelit^ to hirnself. However, he could not control 
his anxiety when on missions, and as a result his flying efficiency 
was very poor. He was obsessed with a fear of collision in the air 
and could not maintziin his plane in close formation. Over the 
target he became so disconcerted by flak that his flying became 
erratic and dangerous to the other planes nearby. On.the ground 
he felt tense, tired and depressed. By the time of his eighth mis- 
sion he was so obviously disturbed and inefficient that he was 
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transferred by a Flying Evaluation Board to a noncombat flying 
assignment, ferrying mails within the theater of operations. 

During the next four months this pilot continued to go down- 
hill. He developed headaches and chronic fatigue. Insomnia, 
with anxiety dreams whose content he could not remember, 
further increased his fatigue. He brooded constantly over his 
separation from his wife and two children. A depression, in 
which he felt that everything was turning against him, gradually 
deepened in him. He lost his appetite and decreased nearly 30 
pounds in weight. When he did attempt to eat, he frequently 
became nauseated. He complained very little about his symp- 
toms but was eventually referred for consultation because of the 
progressive evidence of physical and psychological depletion. 

When seen in consultation he appeared thin, ill and emo- 
tionally dulled. He spoke of his physical symptoms and depres- 
sion with a flickering smile on his face. His past history was that 
of a rigid, obsessive-compulsive character, who had found 
security and happiness in his marriage and m his work as a 
commercial pilot. He was very attached to his wife but had no 
close friends and no outside interests." It was apparent that his 
psychological defenses had been broken as much by the condi- 
tions of Ifle in a theater of operations and the separation from his 
wife as by the specific stress of combat. The cautiousness and 
compulsive meticulousness which had made him a good com- 
mercial pilot were useless or actually a disadvantage to him in 
combat, and he could not give up these qualities without devel- 
oping anxiety. Nor could he live the casual, disorganized life 
of the overseas soldier, surrounded by dirt, consuming un- 
appetizing food, in close proximity to the filthy and demoralized 
native population, without becoming depressed. Because of the 
seriousness of his symptoms and his obvious unsuitability, he was 
returned to the United States for treatment and disposition. 


That this flier was not qualified either for overseas service or 
for combat duties was overlooked because of his long record as a 
pilot. It is probable that the unsuitability could have been 
determined by a psychiatric interview, in spite of the absence of 
a previous episode of overt neurotic symptoms. In the next case 
there was a similar breakdown of an old defense, with a more 
explosive outbreak of anxiety. 
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Case 5; Severe breakdown after moderate stress in a soldier with a 
stabilized anxiety neurosis, when his phobia of death became a reality in 
combat. 

A 22 year old soldier was the radio-operator gunner of a 
B-26 crew. His life at home with his parents, two brothers and a 
sister had always been congenial and happy. All members of the 
family were very close to each other and he could not remember 
any disagreements. As a child he had had an intense fear of the 
dark. On one occasion when coming down a dark staircase in 
his home he thought he saw a human form lying at the bottom 
of the stairs. He screamed and became hysterical and it took 
much persuasion to calm him down and convince him that there 
was actually no corpse there. This experience always remained 
in his memory. His family, frequently teased him about his fear 
of a “bogeyman.” He was always afraid of dead people or any- 
thing coimected with death. His grandmother died when he W 2 is 
9 years old but he would not go to her fimeral. When he was 
16 years old, a schoolmate died. He went to view the body, 
had a bad reaction and experienced anxious dreams about this 
body for weeks after. After his graduation from high school he 
held several nonskilled jobs and finally went to work at a state 
hospital for the insane. He was never enthusiastic about this 
work. He had a fear of contracting some disease, and always felt 
unclean during the six months that he held the position. He took 
numerous showers and washed his hands repeatedly. He always 
shied away from corpses, and if a patient died he would get 
someone else to prepare the body. 

He enlisted in the army in 1941, shordy after he left the 
hospital. An enthusiasm for flying rapidly took possesion of him 
and he obtained tridning in radio and gunnery. He was very 
eager to go overseas to combat, and, when he joined his combat 
group, he was elated. On his first combat mission there was a 
slight amount of accurate flak and the wings of his plane showed 
a few small holes. He felt tense and xmeasy but was able to keep 
his mind well concentrated on his work. On the way back he 
felt relaxed and decided that he “got quite a kick out of it.” 
He f^t diat it would be easy to breeze through fifty missions like 
fliatjV^f^d gp house. Pining his next ten rtfis^ions a various 
amouiit ^ oppd^ph was met, but his reaction remained ap- 
proadiiiatdty the sameC ohe df controlled tension. On his twelfth 
mission the bomb bay’ dootrs were open as they came over the 
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target. A flak burst hit the right engine and it went out of action 
as the plane momentarily tipped. The pilot called back on the 
interphone saying that one engine was dead and they were 
falling out of formation. He was taken aback for a moment, and 
glanced up to see what Herman, the turret gunner, was doing 
and to make sure he heard the news. There he saw Herman lying 
on his right side, his head slumped on his right shoulder. His 
eyes were partly open and blood was running from his neck as 
if from a faucet. He called the pilot on the interphone and said, 
“Herman is hit!” He was told to do what he could for him, but 
replied that he was sure Herman was dead. Then he went to 
pieces. He began to tremble all over. He swung his loaded waist 
gim back into the plane and tried to bail out. The tail gunner 
saw what was happening and caught him just in time to save 
him from jumping out over the target. He sat down and began 
to smoke one cigarette after another. Thoughts tumbled through 
his mind without any order. He thought of his home and then 
began to pray with tears running down his face. When the intact 
engine began to belch black smoke, he again wanted to bail out 
and was restrained by the tail gunner. He felt he would never 
get back alive, and, when the plane at last made an emergency 
landing at a fiiendly airdrome, he swung his legs out of the gun 
hatch as soon as the wheels were down. The tail gunner again 
had to prevent him from jumping out before the ship came to a 
stop. He was afraid of an explosion and could not get away from 
the aircraft fast enough. After it rolled to a halt, he jumped out, 
ran a short distance, and then stopped, still trembling all over. 
Soon the pilot asked him to help get the dead gunner out of the 
turret, but he could not bring himself to do this. 

During the days following his return to his base he continued 
to have intense anxiety. He seemed to be afraid of everything, 
especially of the dark. He could not shake off a feeling that some- 
one was following him. There was a swere insomnia, with terror 
dreams in which he saw the dead turret gunner with blood 
pouring from his neck. During one nightmare he dreamed that 
someone, an unknown figure, was standing stooped over the 
end of im bed. This fidghtened him more than the combat 
dreams. Because he continued to show such severe anxiety that 
it was necessary to give him sedation, he was sent to a rest camp 
for two weeks. Upon his return he was much calmer and also 
more depressed than before. 
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When, a few days later, he was referred for psychiatric con- 
sultation, he showed little anxiety but appeared considerably 
depressed. He stated that he was afraid he was losing his mind, 
and described his fear of the dark and of beiug followed. He was 
also depressed because of his inability to continue combat flying. 
Psychotherapy was kept on a simple level, designed to reduce his 
sense of failure and to reassure him in regard to his fears. After 
a short time he improved sufficiently to be reassigned as a radio 
operator on noncombat operations. He made a fairly good re- 
covery from his depression and was having only rare anxiety 
dreams. 


This gunner was clearly misassigned as a combat crew mem- 
ber, in which capacity he had no way of avoiding the specific 
stress against which he had no psychological defenses, that is, 
the sight of death. It is interesting that, in spite of his previous 
experiences in this regard, he ignored the possibility of trouble 
from this source in his enthusiasm for combat work. Thus once 
again there would have been little opportunity to pick up even 
such an obvious predisposition in a routine examination. He 
would probably have been able to stand up under a great num- 
ber of missions had he not been confronted with a sudden, violent 
death, and it is not uncommon for whole combat crews to come 
through a tour of duty unscathed, with no one injured or killed. 
But war is the province of uncertainty, as von Glausewitz so 
aptly put it, and no such fortunate conclusion to a combat 
career can be foreseen or hoped for. 

The distinguishing feature of all these cases is an ego sensi- 
tivity, which makes the individual particularly susceptible to One 
or all of the multiple stresses of combat and leads to the develop- 
ment of incapacitating anxiety, plus a strong superego, embody- 
ing a strict ideal of conduct, which causes the individual to 
struggle against his anxiety and to become depressed as he loses 
control. What is wrong with the ego will be discussed more 
fully in the chapter on Psychodynamics (chapter 6). The 
particular symptoms which develop are never of as much sig- 
nificance as an understanding of the baac problem of the ego in 
relation to the situation of stress, which is both external and 
internal. The internal stress set up by the pressure of the superego 
in the form of obligation to carry on because of loyalty and pride 



BA^ED ON PREVIOUS EMOTIONAL DISORDERS 69 

certainly increases the anxiety and intensifies the problems of 
the ego, which has to find some solution. 

In the next series of cases to be discussed, the superego is weak 
or inactive in relation to a sense of military duty (cf. group 2, 
page 56). The ego therefore solves its problem simply by seeking 
an escape from the external stress. The problem is then compli- 
cated only by the external forces which are opposed to such an 
easy escape. It is to be expected that there is no sharp dividing 
line between a strong and a weak ego-ideal for appropriate be- 
havior. Feelings of loyalty, pride and obligation shade through a 
spectrum from intense to nonexistent. When his sense of duty is 
particularly weak, the individual makes obvious or spectacular 
attempts to avoid combat stress. This extreme type of case has 
been called “lack of moral fiber,” “fear of flying” and malinger- 
ing. Military law names it “failure in the face of enemy action” 
and is prepared with suitable punishments. The individual’s 
colleagues are more likely to be satisfied with the colloquial label 
“coward” or “yellow.” In an army, which has a good morale 
such cases are extremely rare, and are confined to men who have 
no capacity to identify themselves with any group and can think 
only of their own safety and welfare. When morale deteriorates, 
there is a general weakening of ties and loosening of obligations, 
with a universal tendency to shy away from combat. This 
reaches an extreme in times of defeat and disorganization, when 
the situation deteriorates to the level of “let’s get out of here, 
fellows; it’s everyone for himself.” We read of our enemies 
countering this situation by increasing the external pressure and 
shooting all who attempt to escape. At the same time they try 
to reduce the general anxiety by ordering increased distribution 
of whiskey and wine. 

Such extreme examples illustrate the problems of motivation 
for combat and their relation to emotional iUness. The soldier 
who attempts to run away when everyone is running is not iU. 
The military situation is HI, The therapy needed to cure the 
tactical and morale situation lies in the hands of commanding 
officers and military leaders. The soldier who attempts to run 
away or avoid combat when morale is good is psychologically ill 
and should be dealt with through medical procedures. If psy- 
chiatric evaluation demonstrates that there is a weak sense of 
duty, that the individual is consciously attempting to evade 
combat stress and that no improvement in his attitude can be 
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effected, the disposition of the case is usually through adminis- 
trative and disciplinary methods. Medical treatment in such 
cases is of no avail, and the pronounced effect these individuals 
produce on the morale of their units requires a military rather 
than a medical solution. Since everyone is struggling with his 
own anxiety and fear in combat, if one man is allowed to escape 
because he does not wish to endure anxiety or the possibility of 
death or injury,’the others feel extremely resentful and are likely 
to find their own motivation impaired. On the other hand, if 
an individual is making an effort to control and master his 
anxiety, but fails, his comrades take a sympathetic attitude 
and his removal from combat stress does not have a harmful 
effect upon morale. 

The problem in this group of cases, then, is this: to what 
extent is the force which compels the individual to control his 
anxiety and remain in combat internal, proceeding from his 
superego, or external, respondiug only to outside force if it will 
respond at all? The medical officer’s difficulties are increased 
by the borderline cases in which the superego is weak but is 
putting up some opposition to an anxiety for which there is 
tremendous predisposition. The problem is further complicated 
by units whose morale is weakened by poor leadership or over- 
whelming enemy opposition, or both. In such organizations men 
who were weakly motivated to begin with rapidly lose interest 
in coping with their anxiety. Where doubt arises as to the best 
method of handling the case — ^whether it should be considered 
a neurotic reaction, and be disposed of through medical pro- 
cedures, or whether it should be stigmatized as “fear of flying” 
or “lack of moral fiber” and be dealt with by disciplinary 
procedures — ^the guiding principle should be the effect of the 
decision on the morale of the group. If this principle is followed, 
it may work an occasional ityustice on an individual who was 
outrageou^y misdassified for combat duty, but, in combat 
espedaUy, the welfare of the group is more important thari that 
of the individual. In the overseas Air Force in which we had our 
expaience with combat troops, the morale was on the whole 
very good and such situations were rare. In other Air Forces, in 
whi&. combat losses were higher and morale lower, difficulties 
Of ti& sort vrare more fiequent. 

The t^ c^ses are examples Of such borderline 

situations^ Oacfe of w^ sOlved in a different way. 
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Case 6: Anxiety stimulated hy minimal stress but evoking no superego 
reaction. 

An officer, a 24 yeaur old B-24 bombardier, had experienced 
anxiety in flying throughout his training at home. He had 
originally applied for pilot training but had soon been washed 
out because of technical inaptitude characterized by poor flying. 
He was continually tense and apprehensive and believed this 
to be the cause of his poor flying. During his bombardier training 
he remained tense in the air but never to the point of reduced 
efficiency. Upon graduation he became an instructor and, in 
his own estimation, a good one. Eventually, however, he was 
assigned to a unit being trained for combat work. As the time 
to go overseas approached, he became increasingly apprehensive. 
He had a dread of combat and debated the various ^tematives 
by which he could escape it, but finally decided to accept his 
fate. It seemed harder to admit that he couldn’t do it than to go 
over and try. The decision was difficult because he had always 
hated violence and conflict and had no interest in the war. He 
believed it to be a terrible mistake, in which nothing was to be 
gained except destruction and misery for everyone. He had 
been drawn into the impleasant situation through the failure 
of his draft board to share his point of view and had been 
assigned to the infantry. There he had hated the discipline, the 
physical work and the general discomfort. He soon applied for 
cadet training in the Air Forces, not because he had any interest 
in planes or flying but because it seemed a cleaner life and more , 
pleasant. This proved to be true and he had enjoyed his work 
as a bombardier instructor as much as he could enjoy any posi- 
tion in the army. When the threat of assignment to combat 
broke up this satisfactory compromise, it was difficult to take 
and yet he accepted it. 

It was no easier for him to adapt when he joined his combat 
unit, ilc had no particular interest in the mai oh his crew, the 
idea of combat and of dropping bombs on people filled him with 
dread, and he hated the dust and dirt of the country and its 
flea-bitten populace. On his first combat mission he was tense 
and tremulous, although only very slight opposition was en- 
coimtered. He was just barely able to hold himself together to 
do his job as a bombardier, and his anxiety was obvious to his 
crewmates. On his next three missions his anxiety was more 
severe and his motor coordination was so poor that he missed 
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the target. He was very disgusted with the situation and was 
debating what to do, when he had to be hospitalized because of 
inflamed hemorrhoids. During his hospitalization, his crew 
were lost in action. He had felt rather cahn in the hospital until 
he received this information. Then he became upset, not because 
of the loss of the men but because this was striking so close to 
home that he might have gotten it, if it had not been for his 
hemorrhoids. Once out of the hospital, he became so afraid of 
his next mission that he did hot see how he could go, but still 
did not say anything. He was assigned to a mission, but at the 
last minute another bombardier was substituted in his place. 
This ship was the only one that failed to return from the mission. 
It was another narrow escape. The next day he was assigned to 
a mission. During the briefing he became very tense, and on the 
way out to the ship he suddenly decided he couldn’t do it. He 
annoimced to the operations officer that he was too nervous and 
couldn’t make it, and that he had decided to ground himself. He 
was ordered to have a talk with his Flight Surgeon and his com- 
manding officer. He explained to them that he was entirely too 
nervous to fly any more and asked to be grounded. This was 
done and he was referred for psychiatric consultation and 
disposition. 

On interview this bombardier was c alm and did not com- 
plain of or show any anxiety. He had obviously solved his 
problem. He stated that he did not expect ever to fly again a nti 
would like to be sent home. The conditions of life in the theater 
affected him so much that he did not feel that he would be happy 
if he were kept overseas. He sedd he did not want to look at 
Arabs and dirt any more. He explained further that all his life 
he had liked to do a job well or not at all, and that he did not 
feel lhat there was any job he could do well overseas, since 
nothing interested him. When he was asked if he did not feel 
some obligation to give further service in the theater, inasmuch 
as he had been sent over to do a job which he hati proved 
unable to perform, he looked hurt, and after a long silence he 
remarked scornfully that it was obvious the doctors didn’t 
understand him or didn’t want to understand him. 

This individual was an only child of indulgent parents. His 
diief interest had always been in music. After graduation from 
coll^ he had supported himself as a saxaphone player in an 
orchestra, and had been well adjusted in an artistic environ- 
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ment, with few close friends. He had always avoided strife and 
conflict and had repressed his aggressive drives. He was very 
well satisfied with his personality and his adjustment, and it was 
therefore impossible to establish any therapeutic rapport with 
him on the basis that he should make an attempt to adjust 
further to military life overseas. He had made his effort, it had 
been unsuccessful and now he was finished. 


It can be seen that this problem involved an individual whose 
ego structure was too weak to cope with the stress of combat, 
without being overwhelmed by anxiety, and whose superego 
reaction to the military situation was too weak to enforce more 
than a token struggle. He had no identification with the aims 
or purposes of the war and had many intellectual rationaliza- 
tions to cover this attitude. There was no identification with his 
combat group. What he wanted was to get back to the kind of 
adjustment he had had in civil life. Accordingly, as soon as he 
had removed himself from combat, he had no more anxiety, 
nor had he any depression. The absence of clinical symptoms 
and of a superego reaction tended to classify this individual as a 
problem of ‘Tear of flying’^ or “lack of moral fiber.^’ On the 
other hand, he was clearly misclassified for flying or combat 
duty, in spite of which he had made some effort to conform to 
what was required of him. The decision whether or not to give 
him the stigmatizing diagnosis which would automatically lead 
to disciplinary action was left to his unit. His commanding 
. officer and his Flight Surgeon reported that his group felt sorry for 
him because he was so obviously misplaced and incompetent, 
and that there would be no resentment or adverse effect on 
morale if he were grounded without disciplinary action. There- 
fore, he was permanently groxmded, with a diagnosis of psycho- 
neurosis, and retained within the theater of operations. He 
became a club oflBcer with a headquarters organization, where 
in spite of his expressed reluctance to stay overseas he did an 
outstanding job and was commended for Ms efforts. 

Case 7: Retreat from combat stress^ resulting in no intrapsychic conflict 

A 21 year old pilot received his operational training in the 
B-26. He was never checked out as a first pilot and went over- 
seas with his crew as copilot. He had never experienced anxiety 
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connected with flying or the aircraft and had no unpleaszint 
experiences during his flying training. Upon arrival overseas his 
crew was transferred to B-17 planes because of an oversupply of 
B-26 crews. He was not worried by this shift, but the moderate 
enthusiasm he had felt about going into combat wais shattered 
on his first mission, when he discovered that flak scared him. 
He witnessed one of the planes in his group go down in flames 
and for the first time realized that combat flying was not safe. 
The tension and tremulousness which he developed over the 
target area disappeared on the way back, but not the worry 
that perhaps he ought to have been assigned to some other type 
of flying. During his next twelve missions this idea became fixed. 
Every time he was over the target and realized that below him 
there was an enemy with devilishly accurate antiaircraft guns, 
and that the plane had to keep a straight and level course over 
the bomb run with the ack-ack following it, he felt certain that 
he was in a death trap. His fear was so great that he could pay 
no attention to flying. Luckily the pilot was steady and compe- 
tent and did not need his help. On his fourteenth rnission one 
engine was knocked out by flak over the target. He saw it smok- 
ing and was overwhelmed with the idea that the ship would 
catch fire and explode. Without waiting to assess the damage or 
to receive instructions fixjm the pilot he attempted to bail out, 
but was restrained by the navigator. He had completely lost 
his head. 

On the way back, as he became more calm, he decided that 
he had to get out of heavy bombardment ^craft before he lost 
his mind or was killed. It seemed usele® to talk about it to the 
Flight Surgeon who would probably only slap him on the back and 
give him a sleeping pUl. He remembered tiiat there was a P-38 
outfit on his field that needed pilots, being short of replacements. 
Fighter escort planes flew above the flak and could dodge about 
to evade the bursts. It seemed like a good idea and maybe they 
could use' him. The next day, without consulting anyone in his 
outfit, he had a talk with the commanding ofiicer of the fighter 
group, who was desperately ^ort of replacements. This ofiicer, 
seeip^ a young B-17 pilot who said he had always wanted to fly 
a P-^ and not knowicig anything of his history, accepted him. 
WitJan a few days the transfer was complet^. To the B-17 
grmip the tihnsferwasnoIcKS, and, sincp; they were not coiisulted 
about it, they did not feel obl^ed 'to send along a rectatil of the 
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pilot’s performance. He received his preliminary training in P-38 
x>mbat tactics and was about to be scheduled for a combat 
mssion, when the fighter group suddenly received an adequate 
number of well trained replacements. He was accordingly trans- 
ferred to a photo reconnaissance outfit flying the same type of 
lircraft. 

During the time when he was being retrained for this type 
y£ work he had ample opportunity to hear the photo fliers t^ 
ibout their daring exploits. With a camera in the nose instead 
jf guns, singly and unescorted, they penetrated deep into enemy 
:erritory in broad daylight, relying solely on speed and high 
iltitude to escape flak and fighters. On the so-called “dicing” 
nissions, where the fliers maintained Tninimiim altitude to evade 
radar detection, hugging the ground or the water imtil they 
lashed over their photo target to obt^ the picture and get 
iway before the antiaircraft crews could be alerted, surprise 
rvas the only protection. Listening to these tales, he again began 
■JO have inisgivings. It soimded very unsafe. There seemed to be 
itde future in it, but he thought he might as well try it. Eventu- 
Uly he was assigned to a mission, an easy one since it was his 
irst. On the way out to his target he encountered heavy cloud 
»ver. As he penetrated deeper into enemy territory, he began 
:o wonder what he would do if he met an enemy airplane. The 
dea of running through flak to get a picture began to fill him 
vith terror. The more he thought about it, the sillier it seemed 
:o keep on going as long as there was such thick cloud cover. His 
nstructions were to penestrate to his target in spite of any doud 
brmation, unless the weather was extremely severe. But this 
leemed a waste of time, since he was almost sure to fiend douds 
)ver the target. He turned around anej returned to his base, 
•eporting that he had foimd the target covered with douds and 
lad been unaUe to get a picture. 

Unfortunately a weather mission from another outfit hki 
penetrated to the area of his target at the same time and had 
bund the otgective dear of douds. When this fact was learned, 
le was confronted with it and severdy reprimanded by his 
»mmanding ofiScer. He was told he would have to do better 
md was about to be briefed for another misaon, when he calmly 
umounced that he coxild not fly any more photo missions. He 
tated that he knew he would always break and nm if there were 
i possibility of enemy action. It was usdess to try again. The 
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commanding officer was astonished at this information and gave 
the pilot a few days to think it over, hinting that if he persisted 
in this attitude he would be subject to disciplinary action. 
During the next few days, the pilot protested stoutly and volubly 
to anyone who would listen that he was a good pilot but could 
not fly combat because of his fears of being injured or kilted. 
He felt he should be given a noncombat flying assignment. The 
other pilots, many of whom were struggling with similar fears 
but felt an intense devotion to their work, became increasingly 
disgusted and annoyed. When the situation reached explosive 
levels, the Flight Surgeon referred him for psychiatric evaluation. 

He showed no anxiety and no clinical symptoms on examina- 
tion. He reiterated his stand that he should not fly in combat 
because of his anxiety reaction when over enemy territory. The 
pilot felt that his position was perfectly logical and honest, and 
could not understand why anyone should object to it. He knew 
he could be of no further use in combat but thought he could be 
valuable as a ferry or transport phot. He reported that he had 
always had a fear of injury. He remembered that for years he 
could never receive a cut or bruise without fearing that he would 
die of blood poisoning. A stomachache always brought about 
thoughts of cancer of the stomach. Both his parents were highly 
nervous and had similar hypochondriacal tendencies. The 
youngest of four children, he had always been considered the 
baby of the family and weaker than the others. He had come to 
expect protection in difficult situations and had usually received 
it. He had hoped that in combat he would outgrow his long- 
standing fears and insecurities. Since the opposite had occurred, 
he did not see any point in forcing himself further. 


This pilot presented no problem for therapy, since he had no 
complaints. He had solved his internal emotional problem and 
his difficulties now revolved about what extenud pressure 
would be brought to bear upon him. He felt strongly that the 
efforts he had made up to the present to remain in combat 
clearly discharged him from any further ob%ation. His insight 
into his inadequacy was crystzil-clear and he had accepted it 
without conflict. What, then/should be the dia gnosis? 

Because this neurotic character was so obviously misr.lassififyl 
for combat duties and because he had made some efforts to 
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adjust to the stress of combat, the question whether he should 
be given a stigmatizing diagnosis was referred back to his 
organization. There so much resentment was aroused by the 
possibility of his being given a medical disposition that it was 
felt this would have a harmful effect on the morale of the other 
fliers. He was accordingly returned to his organization, without 
a medical diagnosis, for administrative and disciplinary action. 

It must be admitted that we possess no good descriptive 
term for this type of reaction. “Fear of flying” describes only 
one aspect of the total situation and not the most important 
part, since fear is such a common response to combat flying 
stress and is not necessarily indicative of psychological inaptitude. 
“Malingering” is inappropriate, inasmuch as it implies an 
attempt to deceive. Some individuals do try to magnify minor 
physical ailments in an effort to evade combat because of fear, 
but for the most part such men honestly admit that their be- 
havior is motivated by fear. Such good insight is possible because 
they are not imder pressure from a superego demanding mastery 
of their fear. Neither personal pride nor devotion to a group or 
an ideal requires them to make this effort, since ideals are lack- 
ing in them. The point is not whether fear or anxiety exists, but 
to what lengths an individual is prepared to .go in order to over- 
come such an obstacle to the performance of his duty. From 
this point of view, fear is the same type of obstacle as a physical 
injury incurred in combat. Many men will completely disregard 
a severe physical injury in order to carry on their job or save the 
lives of their buddies. The extent to which a physical injury 
becomes disabling depends upon the nature of the injury but 
also upon the attitude of the individual. It is the same with fear. 
The difference is that the objective or mechanical disability of 
an injury is more easily measured than that of fear. 

Since the most s^nificant defect Hes less in the strong tend- 
ency to develop anxiety under stress than in the attitude toward 
the anxiety, “lack of moral fibar” comes closest to describing the 
reaction. Yet “rmred fiber” is not a good term, since it implies a 
philosophical or ethical value in an attitude which for most 
soldiers is based simply on identification with a group. Whether 
the group is right, whether its aims and purposes are ethical, 
whether giving one’s devotion to it shows “moral fiber,” must 
be left to history to decide. If it can ever be determined, it must 
at least be in the perspective of time. From a psychological 
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point of view what is important is whether the particular indi- 
vidual has the capacity to give his devotion to anything outside 
of his own interests, whether he has the capacity to identify 
himself with any group. It may be that he would fight bravely 
for another cause; and we have seen soldiers who performed well 
in loosely organized guerilla bands but who became noneffective 
when back in a regular, tightly organized army. Other indi- 
viduals, more narcissistically oriented, can never become loyal 
to a group or an idea. From a military point of view such 
psychological niceties are superfluous. The military interest 
requires only that an individual devote himself to the group, and 
does not ask why, after he hais accepted induction and training, 
he should suddenly become unwilling to do so. The military 
society, like society in general, judges the man by his attitudes 
and behavior, and, if he is unwilling to conform, it disciplines 
him. In so far as he is unable or unwilling to identify hirmelf with 
the military group and more specifically the combat group, 
such an individui displays a psychopathic personality rather 
than a true psychoneurosis. 

The psychopath is represented in the combat unit by 
another type of individual, in whom the dhficulty is also one of 
failure to identify with the unit but in whom anxiety is not a 
problem (cf. group 3, page 56). These are the men with mUd 
paranoid trends, who are forever in difficulty with the authorities 
and are resistant to discipline. Because they are not troubled with 
anxiety as a result of combat stress, they may be brave soldiers, 
but they have a bad effect on morale owing to their critical, 
hostile personalities. They are a source of trouble wherever they 
go, and it is always difficult to decide how to handle them. 
They do not complain so much, of subjective symptoms, but 
have a long list of complaints concerning the way they are mis- 
treated, the’ inefficiency of the organization, the lack of interest or 
sympathy shown by commanding officers and the bad food or 
living conditions. !l^cause of the selection of combat crews, one 
finds few confirmed or chronic psychopaths but rather indi- 
viduals with tendencies in this direction, exaggerated by the 
stress of combat life. Poor moraile in an organization, especially, 
tedngs to light such individuals, since it provides a realistic basis 
for mdny of their complaints. G>mplaints are universal in the 
anB«G|;forGe% but, while the group is in combat they seldom 
reach a level where the individual becomes a threat because of 
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his hostile attitudes, since the enemy absorbs most of the indi- 
vidual’s hostilities. 

Case 8; Failure of adaptation, not because of combat anxiety but because 
of a psychopathic personality. 

A 25 year old fighter pilot went overseas with his P-39 group 
and took part in the invasion of North Afidca and the early 
phases of the Tunisian campaign. His initial attitude was one of 
enthusiasm for combat, but he was always known as an irritable 
and difficult character and had few friends. In the Tunisian 
campaign his organization provided close support for ground 
troops. Most of the missions were flown at very low levels against 
enemy tank and troop objectives. The losses firom this type of 
work were exceedingly high. Though all the men were dis- 
turbed by the high losses, this pilot was loud and vociferous in 
his critidsms. He could not understand how the Generals and 
the commanding officers could allow them to continue in such 
suicidal tactics. Though he never refused a combat mission, 
showed no anxiety and always performed his job well, his 
persistent complaining finally began to wear on the men. His 
commanding officer ordered him to keep his opinions to himself. 
This resulted in his concluding that his commanding officer 
was weak and was afraid to bring the problem forcibly to the 
attention of higher commands. 

Somewhat later the group was removed from ground support 
work and assigned to coastal patrol over the Mediterranean Sea. 
Most of the missions consisted in escorting large convoys and 
protecting than against enemy attack. As the Germian Air Force 
steadily weakened in the Mediterranean Theater of Wair, it 
seldom risked attack on convoys, confining itself to sneak raids 
at night. Contact with the enemy therefore became rare, and 
the missions were monotonous and boring. Furthermore, the 
flying characteristics of the P-39 wore considered somewhat 
unpleasant. The aircraft had a tendency to “tumble” and needed 
constant attention during flights. The pilot’s complaints now 
centered upon these two problems. He argued with anyone who 
would listen that the group should be transferred to a diflerent 
type of tactical duties and given another type of aircraft. The 
morale of the outfit was not too good because these complaints 
were real. Most of the men, however, contented themselves with 
painor grupaHling and ware willing to accept their lot. This pilot 
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Steadily worried his bone of contention and eventually came to 
the conclusion that he was being discriminated against. He had 
not received a promotion in rank, nor was he ever made a flight 
leader, though he felt that his demonstrated capacity as a leader 
should have earned him both distinctions. Finally, after a stormy 
scene with his commanding officer, he requested a transfer to 
some other organization. 

By this time the feeling against this pilot was running high. 
He was asked to meet a Group Flying Evaluation Board. This 
he felt to be degrading, since it implied that there was something 
wrong with his flying. The Board took a fairly punitive attitude. 
He had requested a transfer to an organization flying P-38 or 
P-51 type aircraft. These were the most popular fighter planes 
among pilots at that time. The Board recommended that he be 
transferred to a replacement center, that he be not assigned to 
P-38 or P-51 planes, and that he be not returned to the United 
States or placed in a position where early promotion could be 
expected, because its eflect would be detrimental to the morale 
of the pilots remaining in the organization. 

He was highly annoyed with this recommendation, but this 
was not the worst. He spent the next sbc months in the replace- 
ment center where he met the Theater Flying Evaluation Board. 
This Board recommended that he be transferred to P-38 planes 
for conversion training, but that he be demoted from First to 
Second Lieutenant, apparently on the theory that, if he wais 
to be given the plane he wanted, he had to be pimished in some 
other way. The Demotion Board met twice on his case, each 
time without definitive action being taken because the pa,pers 
were lost or misplaced in transit between the various head- 
quarters. Finally, after the long period of frustration and delay, 
the pilot developed mild anxiety and insomnia and went to see 
a Flight Surgeon, who referred him for psychiatric consultation. 

Psychiatric interviews revealed that ids tension and iti s nmnia 
were due to pent-up anger and disappointment resulting from 
the real fimstration to which hejiad been exposed during^the 
last six months. He had completely lost interest in returning to 
combat flying and requested to be sent home, expressing marked 
resentment against all the Air Forces authorities in the theater. 
His past history was consistent with a mild psychopathic trend, 
which had not led to any pronounced previous difficulties. It 
was felt that he still preserved enough ego strength to warrant 



BASED ON PREVIOUS EMOTIONAL DISORDERS 


81 


returning him to combat, if he could be placed ia a group with 
very high morale and good leadership and if his present equivo- 
cal status regarding demotion could be cleared up. Pursuant to 
this medical recommendation, the demotion proceedings were 
shelved and the pilot was sent to a P-38 outfit, where he satis- 
factorily finished his tour ot duty, although he remained a 
difficult character. 


This case illustrates the general problems involved in dealing 
with the mild psychopathic personalities brought out by combat 
stress (15). These individuals* resemble problem children and 
have a characteristic capacity for stimulating the desire to pro- 
tect and help them in some of their associates, while they irritate 
and permanently antagonize others. They are childishly demand- 
ing and emotionally reactive and at the same time have a child- 
like clarity of vision. Unfortunately the truths they proclaim so 
loudly may be apparent to others, who are doing Iheir best to 
ignore them or to get along in spite of them. To handle such 
individuals skillfully so that they can continue to give service 
without damaging morale requires superior leadership and 
knowledge of human relationships. In many cases it can be 
done successfully. 

The cases described in this chapter do not picture the entire 
gamut of reactions seen in individuals whose previous person- 
ality disorders make them particularly unfitted for combat 
stress. Every case is necessarily a unique problem and classifi- 
cation is always arbitrary. However, these cases provide a back- 
ground against which can be projected those in the foUowiag 
chapter, whose ego strength is overwhelmed only after with- 
standing tremendous quaintities of stress. 



CHAPTER 5 


The JVeurotic Reactions to Severe Combat Stress 


In the. last chapter we described the reactions of men who 
were unsuited to combat flying because of previous emotional 
disorders or because of some personality defect rendering them 
peculiarly susceptible to combat stress. The defect, whether 
apparent or hidden, led to the appearance of marked ineflficiencry 
after exposure to what for the average combat crewman con- 
stituted minimal or slight stress. We now come to the much 
laigjCT group of individuals in whom inefficiency appears only 
after very severe stress. Psychological difficulties in these men 
are due less to interned weakness than to the specific ways in 
which they were harassed by external events. Again, after the 
ego’s strength has been weakened by constant poimding under 
stress, it is possible in some cases to detect details of the indi- 
vidual’s past history which should have indicated the limit to the 
amoimt of psycholo^cal tension which he could stand. Yet no 
one has been able to achieve maturity without some psychologi- 
cal scarring, some crack in the psychosomatic equipment with 
which he faces the world. Everyone has a limit to the amoimt of 
stress which he can withstand. In this realm the airman’s 
difficulties are merely seen in an enlarged focus as Everyman’s 
struggles with a harsh reality, ending in sdme cases wiffi con- 
tinued strength and mastery of the circumstances, in others with 
a neurotic compromise and partial defeat. , 

The neurotic compromise, in these circumstances, consists 
in a breakdown of an otherwise normal individual’s ability to 
deal with his mounting arudety and hostility in an efficient 
mann^. Fear and anger in .small doses are stimulating and alart 
. ' 82 
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the ego, increasing its efficiency. But, when stimulated by re- 
peated psychological traumata, the intensity of the emotion 
heightens until a point is reached at which the ego loses its 
effectiveness and may become altogether crippled. In later 
chapters we shall discuss the dynamics underlying the control 
of these reactions. Here we wish to present the clinical picture 
which manifests itself as control is lost and the ego gives way 
under increasing pressure. The observable clinical symptoms, 
the anxieties, the phobic reactions, the host of physic^ and 
psychological responses to battle stress, should be considered as 
manifestations of this loss of control. The particular symptom 
which develops, although of great theoretical interest, is not so 
important as its intensity and its relation to the individual’s 
ability to perform his job. Free anxiety may be tolerated for long 
periods of time without destroying efficiency, yet an equal 
intensity of anxiety which leads to vomiting or diarrhea may 
become immediately incapacitating. 

The clinical descrijjtion of the neurotic reactions to severe 
combat stress is thus a passing parade of every type of psychologi- 
cal and psychosomatic symptom, and of unadaptive behavior. 
For convenience and to avoid stigmatizing the flier unduly, 
these reactions are roughly grouped under the imdiagnostic 
term of “operational fatigue.” It is important, however, for aU 
medical personnel to xmderstand that this t&m signifies a 
reactive state in which the ego loses its power to control intense 
anxieties and hostilities in the given situation, and to maintain 
its functional efficiency. In nojany cases the ego readily regains 
its functional efficiency when the individual is removed from 
the precipitating situation. In others, a more serious psychologi- 
cal wound hjis been inflicted and recovery from the symptoms 
takes place only after a long time or after vigorous psychotherapy. 
Because the symptoms merely reflect the dynamic struggles of 
the ego in handling its overwhelming anxieties and hostilities in 
some manner, they do not fall into clear-cut diagnostic categories. 
Mixtures of anxiety, depression and psychosomatic reactions 
color edmost every case. In addition, one of the most charac- 
teristic traits of neurotic reactions to battle is the ma nn er in 
which the symptoms alter, with the lapse of time, change of 
geographical Etetting, distance from the combat scene and 
progress or lack of treatment. What begins as a severe anxiety 
reaction in the combat area may end up as a severe depression 
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in a rear area or at home. Nevertheless, we have attempted to 
present the following clinical cases in five categories, based upon 
the chief presenting symptom. These include free anxiety states 
of various intensities, phobic states, comiersion states, psychosomatic 
reactions and depressions. 

It is a rare thing not to see some degree of free anxiety inter- 
mixed with any of the other categories mentioned above. It is 
almost impossible to remain for any length of time in active 
combat without experiencing anxiety. The free anxiety states, 
however, are distinguished by the great intensity of this feeling, 
by the maimer in which progressively greater portions of the 
combat environment become associated with it and by the 
accompanying weakening of the ego. As the ego becomes fatigued, 
it is unable either to suppress fear or to undertake capably the 
manipulative functions involved in flying. If the process becomes 
extensive, good judgment is lost and finally all power of intelli- 
gent action. Thus, one may speak of mild anxiety states in which 
the subjective and motor signs of anxiety are present but fimction 
is not yet interfered with. The flier may have a tremor and fed 
constantly jittery and apprehensive or display severe tension and 
fear over the target area, and stiU be able to carry on his tasks 
in flying. In moderate anxiety states, the same symptoms may 
have progressed to the point where the flier makes mistakes in 
flying and now has his own incapacity to fear as well as the 
other consdous jmd unconscious sources of anxiety. This is the 
most common neurotic reaction among flying personnd. Sevdre 
anxiety states, with much regression of the ego, confusion in 
regard to the environmait, mutism sind stupor, are not seen in 
fliers but only in ground combat personnd who are submitted to 
more prolonged, continuous and severe punishment ( 26 ). 

In the free anxiety states, insight varies consideirably. Some 
nidi are well aware of their own fear and its origin. In general, 
good insight is likdy to be accompanied by larger amoimts 
of depression. Those with poor insight tend to devdop psycho- 
somatic or conversion symptoms. In the latter case, the anxiety 
will disappear as the conversion symptoms devdop. An occa- 
sional individual with poor insight will devdop an xmusually 
unrealistic, slap-happy attitude and will insist upon flying, when 
it is obvious to all that he is completdy incapable of so doing 
because of anxiety. The degree of insight varies somewhat with 
the activities and attitudes of the unit medical officers, who have 
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the first opportunity to deal with these reactions. Since they 
are the first line of medical defense, their efforts are of the 
greatest importance in increasing the fliers’ insight as well as 
in aiding them in their control of objective and subjective 
symptoms (29). 

These symptoms are the psychosomatic expressions of anxiety. 
The drawn and haggard faces give the young fliers the appear- 
ance of old men. The anxiety which can be seen in their faces 
in the daytime pursues them at night, interfering with sleep 
either through continued wakefiilness and tension or by pro- 
ducing nightmares of combat. The constant tension numbs their 
appetites, and as a consequencse they lose weight. Changes in 
personality are less common than the other signs of disturbance 
and are usually manifested by increased irritability. Little argu- 
ments rapidly lead to explosive rages far in excess of the demands 
of the disagreement. As sensitivity increases, many men withdraw 
from their former dose contact with their buddies, and, although 
they do not brood and are not depressed, they feel better when 
they are alone. Others temper their reactions to suit the times, 
and, refusing to think about either the past or the future, live 
only for the moment. They throw themsdves vigorously, some- 
times too vigorously, into whatever amusement or distraction 
they can find. Athletic activity in the daytime gives way to 
drinking and card parties at night, often carried to such an 
excess that no one gets any sleep. Of all the symptoms, however, 
whether of personality or mood, whether physical or psychologi- 
cal, the most important are those that the fliers experience while 
actually exposed to the combat situation. These can best be 
illustrated by a case presentation. 

Case 9: Stable indiDidiial with strong ego-ideals, who experienced gradu- 
ally increasing free anxiety, eventuating in combat failure in spite of over- 
compensations. 

A 23 year old flier was a fighter bomber pilot, flying a Mus- 
tang modified for dive-bombing. He had been very eager to, 
go overseas into combat and his eagerness reflected the spirit 
of his entire group, which went overseas as a unit. At that time, 
the techniques of dive bombing pin-point tactical targets, such 
as railroad bridges, road junctions and troop concentrations, 
and low level strafing of convoys were still being devdoped, and 
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enthusiasm for this type of work ran high among the fighter 
pilots. This pilot was one of the most enthusiastic. In addition, 
he was sincere, capable and very conscientious. He enjoyed the 
missions and showed a fine tenacity in attackir^ his targets. 
Although he had momentary periods of tension and anxiety 
when he returned with flak holes in his ship, he felt generally 
relaxed and carefree for the first half of his tour of duty. It was 
not until his thirty-eighth mission that his usual equanimity was 
shaken. At that time he was attacking an important airdrome 
target and he went into his dive, blind to everything except 
destroying it. Through being so preoccupied, he pulled out of 
his dive too low and his plane wzis caught in the explosion of his 
own bomb. The concussion wave tossed up his plane, which 
was also hit and partially disabled by bomb fragments, and he 
was momentarily stunned. 

Luckily he recovered and was able to bring the limping ship 
back to his home base. But he was shaking with fear and was 
terrified by his own foolish carelessness, which had almost cost 
him his life. He could not understand it. Within a few horns he 
recovered from the acute fear reaction but his confidence in 
himself had been shaken. During his next missions he was tense 
and determined to keep a tighter grip on himself. He had no 
difficulty until his forty-secpnd mission. While strafing an enemy 
troop concentration in a narrow valley, he became so intent 
on demolishing all the men and vehicles in the area that he did 
not notice' the mountain looming up' in his line of flight. Almost 
at the last moment he saw what was happening and, in the 
frenzy bom of terror, pulled up his plane sharply and just 
managed to slip past the ridge of the mounteiin. 

He brought his aircraft back firom the mission without diffi- 
culty but now he was seriously upset. Twice he had narrowly 
missed death because of an urmecessary preoccupation with his 
job. He began to dread going on missions, afraid of what he 
might do or forget to do. He would lie awake at night, tense and 
anxious, and think about flying. He kept seeing the mountain 
suddenly flash in front of his field of vision. If he fell asleep, he 
dmamed that his plane had been disabled and was fallii^, and 
although he struggled in terror, he could not get out of it. 
Plta^nf ' the day, when he was at leisuiCj it was impc«siUe to 
stepped playing cards with ids friends because he 
eonkl wt .^acentraite. Peculiarly enough, in spite of his. dread, 
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of going on missions, he fdt more relaxed in his plane than on 
the ground. 

lesion after mission came and went with no change in 
his grinding anxiety. He decided to talk over the whole matter 
with his Flight Surgeon after his fifty-fourth mission, when his 
aircraft had caught some flak and he felt particularly disturbed. 
As he sat down and managed to light a cigarette, in spite of his 
trembUng hands, he said in an anguished voice, “Doc, I can’t 
eat and I can’t sleep, aind I feel jittery zill the time. I don’t know 
what’s the matter with me. I’m afraid I’m going to screw up 
some time. AH I know is, I can’t quit flying. I can’t stop now 
and leave the fellovre when I’m so dose to the end. I couldn’t do 
it. But I’m afraid that something’s going to happen to me. I 
don’t know. I can’t figure it out. I know I’m not the only guy 
who’s got butterflies in his stomach, but I don’t. know what to 
do. What should I do?” The Flight Surgeon asked him to describe 
his traumatic missions, which he did in detail and with an 
increase in anxiety. He also- told of a nightmare in which he 
dreamed he was emptying his guns at an enemy aircraft. He 
saw the tracers penetrate the enemy ship, but, instead of the 
disintegration which he expected, the German plane kept coming 
closer, shooting at him all the time until his own plane was 
disabled. He tried to bail out but could not escape from the 
plane. 

The Flight Surgeon gave him an explanation of the nature 
of tuudety and its efiect upon the mind and body, and reassured 
him concerning his fear of disaster. The pilot insisted that he 
was not unduly fearful of enemy action but was afraid of himself, 
and he begged to be allowed to continue m combat. Because of 
his attitude, the Flight Surgeon decided to let him fly a few more 
■miss ions but to watdi him closely, and meanwhile to try to 
control his sleep with medication. There had, up to this time, 
been no complaint from his associates concerning his flying in 
combat. During his next tax missiom, however, it became evi- 
dent that his flyir^ efficiency was rapidly decreasmg. On one 
occasion, he forgot to pull his bomb release switdi over the 
target. another, he forgot to itrafe while diving. Finally, his 
flying in formation and his landings became so poor that his 
friends ware worried about him. He Was therefore removed from 
ccnnbat flying afta" his sbcty-fifth misaon and returned to the 
United States through a Medical Disposition Board. Most of 
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the fliers in his group at that time were able to complete a tour 
of eighty missions before being returned home through normal 
chaimels of rotation. 


This flier showed the common gradual increase of mild 
anxiety which is tolerated over a long period of time. As it 
becomes more intense, the individual suffers considerable 
emotional torture but cannot give up beca,use of his strong ideals, 
his pride and his attachment to his unit. It is to be noted that in 
this case, as in others, the anxiety was also tolerated by the 
medical officer, whose aim was to maintain the individual on an 
active duty status, in spite of his symptoms, up to the point of 
dimi nis hin g efficiency and short of the point of serious disruption 
of the ego. That this goal was partially achieved in the present 
instance is wimessed by the fact that when he was seen by the 
Medical Board for disposition, his anxiety had greatly dimin- 
ished, though he was somewhat depressed because of his failure 
to complete the tour of duty. It was felt at that time that he 
would continue to improve without further treatment. He had 
been previously a stable individual, with no discernible signs 
of emotional or behavioral difficulties in his psist or family 
history. The only character trend worthy of note was a moderate 
degree of overconscientiousness. The ultimate degree of recovery 
in this case is not known, since it could not be followed up after 
the flier’s return to the United States. We now know, on the 
basis of our most recent experience, that it is difficult to make 
any accurate prediction in the combat area concerning the 
extent of ultimate recovery, and this will be brought out in 
later chapters. 

Certain interesting facts connected with the dynamics of 
anxiety in this case deserve comment. The emotion of anxiety 
was apparently free and was tolerated without secondary 
defenses. Yet, what was the source of anxiety? Qearly it cannot 
be stated wholly m terms of the common formula: fear of injmy 
from enemy action versus desire to remain in combat. It was a 
realistic fear, however, based on his own experience. As is 
in the reactions of the more stable men, the anxiety had 
becomte projected, not to the enemy’s hostility, but to the flier’s 
own ^tivity. Tho'e thus emerges a combat-precipitated carica- 
ture of the ordinary neurotic situation in which a capable, but 
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overconscientious, individual suddenly loses confidence in his 
own ability and develops anxiety. However, it can be seen on 
careful analysis, and is nicely illustrated in the anxiety dream, 
that the real source of anxiety is not his own ego activity. The 
primary anxiety is, in general, an apprehension of insecurity 
and injury stimulated by fear of the enemy. This anxiety, how- 
ever, is largely repressed at first and does not reach conscious- 
ness, because the ego undertakes strong defensive hostile and 
aggressive activity designed to destroy or paralyze the enemy or 
at least hold him at bay. As long as tliis activity is successful, the 
aggressiveness is protective against anxiety. But, since it is an 
overcompensation, the aggressiveness overcarries, as witness the 
pilot’s unnecessary tenacity in attacking targets. A^ it overcarries, 
absorbing conscious energy that should be alert against danger 
and insecurity, it exposes the individual to even greater and 
imnecessary danger that may arise firom any quarter. 

Hostile, aggressive activity, therefore, becomes a boomerang 
that may result in self destruction, and, in tins instance, on two 
occasions almost did. The threat is then fix>m both internal and 
external sources and there is no way of escape as long as it is 
necessary to remain in combat. The anxiety can no longer be 
repressed, zilthough it can be consciously attributed to the 
internal threat firom mobilized aggressions. This results in a 
strong desire to give up any aggressive activities which even in 
a good cause may hurt or destroy people, and moreover ends 
in disaster for one’s self. Unfortunately, the resulting scrupulous- 
ness can only be satisfied by the individuEil’s becoming non- 
effective in the combat situation. This cannot be tolerated by 
the flier’s personal ego-ideals and by the standards of the military 
group. Thq scrupulousness zmd conscientiousness concerning 
hostile destructive activity, which might be easily rationalized 
in different situations, here are incompatible with othd: obliga- 
tions recognized by the military superego. This secondary 
conflict cannot be resolved and new anxiety piles on anxiety.. 
The fact that, this flier had always been , a very conscientious 
individual suggests thathewassensitive to this specific conflict, and 
may be the reason that, although other individuals have similar 
experiences in combat, they do .not aU succumb at the same rate. 

In the following case, the fi:ee anxiety, precipitated by a single 
catastrophic event, involved progressively more extensive aspects 
of the environment. 
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Case 10: Seoere free anxiety precipitated by a single catastrophe. 

A 24 yecir old enlisted flier was the engineer gunner of a 
B-24, heavy bombardment crew. He was taciturn, phlegmatic, 
reliable and popular with his crew. All its members Were very 
close to each other and had been happy and enthusiastic about 
going overseas into combat. He liked all the members of the 
crew but was especially friendly with and fond of the bombardier. 
After they had seen several ships shot down off their wing in 
flames, the whole crew’s initial zest for combat rapidly became 
tempered into a quiet determination to get through the job. 
The gunner was momentarily upset by these occuirences, but 
managed to expel the thought of them from his mind. When 
his friend the bombardier talked from time to time about the 
possibility of getting a direct flak hit, he always said that the 
crew were lucky and had a good chance of getting through 
the combat tour without injury. The bombardier was a light- 
hearted fellow, who liked to relieve his apprehensions by joking 
about all the possible disasters that could occur. On the nine- 
teenth mission, a fragment of flak struck one of the motors while 
the plane was over the target and some other fragments pene- 
trated the fuselage, but no one was injured. The pilot brought 
the plane back safely on three engines. 

After this occurrence, the bombardier did' not joke quite so 
much and the gunner felt tense while over the target. However, 
he knew that he was performing his job in a competent maimer 
and had no imdue qualms. He did not allow himself to dwell 
upon the possibility of a serious mishap. If he didn’t think about 
it and didn’t expect it, the possibility seemed more remote. Yet, 
on his twenty-fourth mission, his calculations received a severe 
jolt. The target area was black with flak bursts. While on the 
bomb run, a nearby burst sent a shower of fragments through 
the plane. The bombardier was hit in the leg, one motor was 
knodked out and the wings were riddled, so that the ship gradu- 
ally lost gasoline greatly needed for the long trip back. The 
navigator dressed the Irombardier’s wound and everyone set 
hm^df to “sweat out” the long trip home on three engines with 
K«w feel. 

* ?»*Al)Out two thirds of the way home, while still over the sea, 
ran' out of gas. In a calm voice, the pilot instructed 
tafc flidr prepared positions, as he was going to ditch 
Am? the water. The gunner braced hhnself in the poddoki 
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for which he had been trained. A fearful thought flashed through 
his mind as he remembered that he could not swim. Still, his 
crew could come through anything! He heard his pilot say over 
the interphone, “This is it, fellows, — everyone get set.” As he 
gripped his position tightly, there was a terrific long tearing 
noise, a wrenching jolt, and then everything became black and 
quiet. He awoke to find that he was struggling in water, thrashing 
about with growing despair because he was such a poor swim- 
mer. Fortimately the pilot was nearby. He was a good swimmer 
and kept the gunner afloat while the plane sank. Neither of 
them could conceive how they had emerged from the plane. 
There were no other members of the crew to be seen and in a 
few minutes the plane sank out of sight. As he watched the plane 
sink, he realized that all his friends, with the exception of the 
pilot, were in there going to their death. There was no time to 
look in the plane and the pilot could not leave him. Luckily, 
they were only a short distance from the coast and in half an 
hour a boat picked them up and brought them ashore. 

After the rescue, he and the pilot spent a week in a hospital 
recovering from minor woimds sustained in the crash. He felt 
weak and tremulous for the first few days and very sad about the 
loss of his crewmates. He could not sleep well at night, though 
there were no disturbing dreams at first. Although he hated the 
thought of returning to combat without his crew, he tried to 
be cheerful and looked forward to the time when he could 
return home after his tour of duty was finished. After ten 
da)^ in the hospital, he reported that he felt fit for duty and was 
discharged. 

When he reached his outfit, it was as if he had returned from 
the dead. He could read in the eyes of his friends the unspoken 
thought: “Your crew are dead — ^how could you have come 
back?” He could feel that the entire crew had been writtmi off in 
the minds of his buddies; for them it did not exist He was hurt by 
the fact that his crewmates’ possessbns had been divided up 
amnu g the fellows before he got back to express what he felt 
would have been their wishes. Still he could not protest since 
he had done the same thing himSelf in the past It was only the 
normal denial of sentimentality ^d affirmation of life shared 
by all the combat crewmen: we, the living, if anyone, d«erve_ 
the watches, , knives, cameras and small keepsakes of our friends. 
Yet it made him fed intensdy alone. BBs pilot had been trans- 
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ferred almost immediately to a higher headquarters and only 
he was left. He was glad, therefore, when he was assigned 
temporarily to another crew and told he was ready to resume 
combat flying. 

The night before his first scheduled mission he was very 
restless and had difficulty in falling asleep. In a terrifying night- 
mare he dreamed he was back in the plane with his crew, pre- 
paring to ditch. It was more frightening than the actual event. 
He saw himself in the plane, under water, trying to find a way 
out. The bombardier appeared and showed him a hole in the 
plane, motioning to him that he must get out. He awoke sud- 
denly crying, with the realization that the bombardier never 
got out. After that he could not go back to sleep but lay quietly, 
smoking cigarettes, imtil it was time for the briefing. He could 
not eat breakfast and during the briefing felt strangely cold. 
His hands shook and he could not concentrate well on the details 
of the raid to come. He tried to shake off a growing feeling of 
dread and forced himself to get into the plane with an assumed 
nonchalance. 

On the way out to the target, everything worried him. He 
mistrusted the pilot, with whom he had never flown before, and 
worried about every unexpected bump and shudder of the plane. 
He had a feeling of imminent catastrophe which kept him rigidly 
tense, listening to any change in the pitch of the motors for 
signs of failure, constantly looking for an indication that his 
fears would be realized. When the plane passed over the sea on 
the way to the target, he fought oflF rising panic by crouching on 
the floor of the plane with his head clenched between his fists. 
Over the target, he felt more controlled and was able to stand 
by his gims and look for fighters, though his knees shook and his 
hands trembled. On the way back he continued to feel helpless, 
trapped, doomed, but stfil determined that he must not show 
how he felt to his crewmates. The mission was uneventful, but 
on his return he was weak and exhausted from the prolonged 
tension. He went immediately to his tent to lie down, hoping to 
get some relief from the iron grip of dread and fear. He had not 
eaten that day and wanted nothing except sleep and relief. 
But he slept only fitfully, each time bemg awakened by the 
dresim of his bombzirdier showing him how to get out of the 
sinking pdane. Jnsteaxi of bringing peace, the night was as full of 
anxiety as the day’s mission. 
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The next morning he arose feeling weak, fatigued and 
haunted by anxiety. His abdominal muscles were tense, as if 
tied in knots, repudiating the idea of food. When his tentmate 
suddenly uttered a loud curse over having to get up, he jumped 
involimtarily, surprising himself and startling his fiiend. He 
found that he started in a similar fashion over every sudden 
sormd or movement. He began to worry about what was hap- 
pening to him. Could it mean he was losing his mind? While he 
was brooding whether to fight this reaction and fly imtil he 
overcame it, or to see his Flight Surgeon, his friends, who could 
not help noticing his condition, reported it to the medical officer. 
He was accordingly summoned for an interview, in which he 
tried as well as he could to put into words his consuming dread 
while in the air, and his present, unaccountable anxiety while 
on the ground. He could not explain why he felt so nerve- 
wracked and was afraid it would be taken for cowardice. The 
Flight Surgeon assured him that it was an ordinary reaction 
to his traumatic experience and suggested a week at a rest 
camp to see if relaxation and a good time would help him. He 
accepted this idea gratefully and said, “Captain, there wasn’t 
nobody more eager than me when we started. And there’s 
nobody going to call me yellow. My crew would want me to 
fly and finish their missions for them. If what’s wrong with me 
is like you say, I’ll do anything I can to get over it. I was aflraid 
I was going nuts. I appreciate what you’ve told me.” 

During his stay at the rest camp, a beautiful spot with ample 
opportunities for diversion, he was unable to enjoy himself. 
Anxiety and tension continued, though they were less marked. 
The dream of the bombardier recurred every night unless he 
drank himself into a stupor, a method of relief to which he 
frequently resorted. When he returned, the Flight Surgeon 
noticed the persistent tremor, restlessness and startle reaction. 
Although the gunner asked to be allowed to fly 'some more 
missions to test out his ability to re-establish control, this did not 
appear to be a wise procedure and he was referred to a Medical 
Disposition Board for return to the United States. When he was 
interviewed psychiatrically prior to his appearance before the 
Board, he still showed msmy signs of sympathetic overactivity 
and appeared nuldly depressed. Subjectively he felt much less 
tense. He attributed this to the fact that he was away from his 
outfit and under consideration for return home. He complained 
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of insomnia, of the monotonously recurring anxiety dream and 
of a feeling of insecurity and lack of confidence in himself. Since 
his symptoms were no longer severe and seemed to be improving, 
he was not held for treatment but was immediately evacuated. 
His ultimate de^ee of recovery and disposition are not known. 


This case illustrates the gamut of reactions so frequently seen 
in previously competent men after a highly traumatic event. 
The anxiety appears to be well tolerated until the individual is 
returned to the precipitating situation. Then the ego is unable to 
control it and rapidly succumbs. The anxiety is free and is 
stimulated by the entire environment, including enemy activity, 
the plane and the men in the group. There is partial insight, 
but the individual can easily misinterpret the meaning of his 
symptoms unless properly guided. In spite of the severity of the 
symptoms, motivation remains good at least at the conscious 
level, leading to a desire for rapid recovery and restoration to 
flying. That recoveiy is so difficult is due not only to the per- 
sistence of fear resulting from the narrow escape from death and 
the physical injury, but even more to the violent disruption of 
personal relations caused by the death of friends. This is the 
deepest trauma and the most difficult to adjust to. The survivors 
of lost crews nearly always have difficulty. They feel the loss of 
their fiiends, and are seriously disabled by the deprivation. 
They miss the emotional support, the companionship and the 
secure feeling they had as a member of a competent team, and 
in point of fact firequently become orphans in ffieir group. They 
tend to be used as substitutes, i^ng in various positions on 
different crews, but never again finding a stable and secure 
relationship, increase in anxiety is the usual result, and 
when, as in this case, the physical loss is accompanied by a 
profound emotional reaction to the death of a close friend, 
disabling anxiety is the rule. The dynamics involved in this 
emotional reaction will be elaborated in a later chapter. 

An interesting feature of this case is the moderate degree of 
regre^on undergone by the ^o. This is characteristic of the 
^ects of combat on flying personnel, in.contrast with the severe 
JlBfi^ls^aiDns seen in ground force personnel In fliers, the regres- 
g. point wActc die ego reacts with free anxiety to 
envIroEnniental stimulus but does not lose its capacity to 
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deal with a protected environment in a rational manner in 
spite of the anxiety. It may breatk down in the combat environ- 
ment, resiilting in panic, freezing at the controls, momentary 
disorientation or some other bizarre behavior. In the environ- 
ment of the airdrome, however, which would be equivalent to 
the enviromnent of a rear area for an infantry soldier, the only 
signs of disturbance are the free anxiety and associated symp- 
toms. Such men are always ambulatory patients and need no 
special cme other than rest and psychotherapy. Thus they are 
comparable to the moderate anxiety states seen in groimd force 
soldiers. In the severe anxiety states occurring in groimd combat 
troops, the ego has regressed to such an extent that it is incapable 
of dealing with any environment, and such men need hospital 
care. Gases of this sort are only rarely seen in flying personnel. 
They are characterized by varying degrees of mutism, stupor, 
amnesia or bizarre behavior, and are sometimes accompanied by 
signs of somatic regression involving loss of normal coordinated 
muscular activity and release of old motor system (extrapyra- 
midal) activities. For the sake of comparison, a severe case 
previously reported in our studies of war neuroses in the Tunisian 
campaign is induded here (26). In the following case, there was 
extensive shattering of the ego in a yoimg officer who had been 
piimed down with his men in foxholes for twenty-four hours by 
severe Germzm mortar fire in Southern Tunisia. 

Case 1 1 : Severe, Irmg-lasting free anxiety in an infantryman, accompanied 
by pgpchosomaiic regression. 

The diagnosis on this 26 year oH infantry'officer’s emergoicy 
medical tag was schizophrenia. The only additional information 
stated that the patient had been imder severe mortar fire in the 
Kairouan Pass, and that a shell had fallen within a few yards of 
him, producing a semistuporous state in which he was found 
wandering around the fiel^. This had occurred on February 2 
and admission to our hospital was on February 28, at which time 
he was still semistuporous. The patient was agitated and trem- 
bled constantly. His face betrayed persistent flight and bewilder- 
ment. He was unable to talk, prexiudr^ only syllables in a 
whisper or low voice. He cguld not give his .name and was 
apparently unable to recall what had happened to him, or even 
to rnake the effort to recall. His only word was “Who?” He 
started vdth terror, at afry sudden noise or motion made toward 
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him by the attendants. His hands were stained brown from 
cigarettes, which he smoked chain-fashion. Since he appe^ed 
to be considerably exhausted from the long journey in ambulance 
convoy, it was determined to give him two days of rest, sedation 
and adequate nourishment, in order to see how much improve- 
ment resulted from this type of therapy alone. 

Considerable success attended this regime. After two days he 
was much calmer. The constant coarse tremor had disappeared, 
although there were still spasms on stimulation. He ate eagerly, 
and had been able to sleep with moderate sedation. His face 
still showed much fear and apprehension on stimulation, but, 
when the atmosphere was quiet, he appeared calm and some- 
what dejected. Speech was still impossible except for a few words 
stammered out with difficulty. He appeared to be worrying 
about the safety of people he had known. He asked after his 
wife repeatedly and recognized her picture, which he kept at his 
bedside, but continued reiterating, “Wife?”, as if in constant 
need of assurance that she was aU right. He recognized an officer 
from a different battalion of his regiment who happened to be 
in the hospital at the time. He did not talk to this officer but 
attempted to express himself through signs. When shown a 
roster of the men in his company, he pointed to two names again 
and agtiin, looking at the officer with a worried and anxious 
expression as if eager to know whether these men were safe. 
The patient etlso showed a specific repetitively stereotyped 
behavior which seemed to be the wordless re-enactment of an 
actual event on the battlefield. He would start violently with 
fear, tremble all over and then hold his hands to his face, cover- 
ing his eyes as if to shut out some horrible sight. Then he would 
appear to recover from this, and stare and peer intently at the 
groimd. Finally he would heave a deep sigh, smile sadly and 
shake his head in a resigned fashion. 

During his treatment with pentothal, the patient recovered 
the battle scene in detail, living it through again with great emo- 
tional release. The stereotyped perfoimance just described proved 
to be an actual piece of his traumatic experience. He ^Iso re- 
covered his memory of the past. Speech and rational behavior 
reappeared immediately and he improved rapidly, though mudi 
residual anxiety and some depression remained for a long time, 
Hdwe^, after four weeks of psychotherapy, he was relieved of 
most of dnS depression, and for the most part was free of his 
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anxiety. He gained weight, and was free of physical symptoms, 
yet he could not be returned to combat. 


Somatic regression, even more serious than this patient 
typified, was observed not infrequently in ground troops. They 
demonstrated fragments of extrapyramidal syndromes and even 
parkinsonian tremors and rigidities. That these were not the 
result of morphological changes within the central nervous 
system produced by blast was proved by their reversibility 
through narcosynthesis and psychotherapy. 

Not all exposures to the repeated psychological traumata 
which constitute combat stress result in the production of con- 
tinuous firee anxiety. In a great many instances the anxiety is 
circumscribed and limited to isolated aspects of the total flying 
environment. This results clinically in the appearance of phobic 
states, conditions characterized by the development of anxiety 
in previously stable fliers only when exposed to a particular situa- 
tion. Anxiety, for instance, may be associated with flak but not 
vdth enemy fighters or any other aspect of the combat environ- 
ment. A particular type of aircr^t may be the source of a severe 
phobic reaction after a series of crash landings and accidents in 
that plane. Although the anxiety may be so severe as to in- 
capacitate the flier completely while he is flying the plane to 
which he has the phobic reaction, he may get along without 
difficulty in another type of plane. The content of the phobia 
varies in accordance with the multiplicity of threatening ex- 
periences to which the flier may be exposed. The most typical 
situations productive of isolated phobic responses are night 
flying, bad weather, over-water flights and formation flying. 
However, many other details of the flying environment may give 
lise to these reactions. All have in common the subjective con- 
viction of the individual that he would be free of anxiety if he 
could avoid the specific.phobic situation. 

Sorhe consideration must be given to the use of the term 
“phobia” in this connection. “Phobia” means fear and describes 
a symptom rather than the underlying situation giving rise to it. 
The word, however, is custonaarily used to indicate that the 
intense emotion associated with the consciously feared situation 
is actually derived from other unconscious sources. IJie evidence 
for this in civilian types of phobic reactions is obvious, inasmuch 
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as the patient exhibiting this type of neurotic reaction is fre- 
quently unable to account rationally for his fear. The fear, 
moreover,' seems unreasonable, or at least out of line ■with the 
ordinary experience of most indi'viduals, who have never fdt 
intense fear in crowds, in open spaces, in small rooms, on tr ains 
or in any of the typical situations associated with civilian phobic 
reactions. In contrast with these unreasonable fears, the isolated 
anxiety reactions in combat seem reasonable enough, since they 
are precipitated in previously well adjusted men by an especially 
threatening experience. A flier would seem justified in having 
strong fear in a plane after one or two crashes, and certainly 
after three or four. 

Nevertheless, there is considerable merit in using the term 
phobia to describe this reaction. Wherever the anxiety in a 
specific phobic situation is severe enough to become incapacitat- 
ing, a careful analysis shows that it covers strong anxieties due to 
imconscious trends which have been mobilized by the traunaatic 
situation. This is of the greatest practical importance to treat- 
ment and disposition, because in evaluating the individual case 
it is necessary to determine whether the anxiety will actually 
disappear if the phobic defense is gratified. There is considerable 
temptation to deal rationally with this defense, if it is practically 
possible, in order to maintain the individual in some useful 


^^Iftying occupation. Aside from the practical considerations, such 
i as the difiiculty of providing flying assignments overseas .that 
will exclude the possibility of the phobic situation arising, the 
important factor in evaluation is the question whether th,e 
anxiety will remain limited to the specific phobia or will spread 
include larger segments of the flying environment. How can 


/.ft be guaranteed that anxiety, now oiily aroused by a certain 

1 airplane, will not later include aU aircraft and the act of 
tself? This question is always difficiilt to answer, since it 
s upon the intensity of the underlying anxieties and the 
led ability of the ego to limit them to 'the specific situation, 
this reason, each case must be treated individually and 
ors involved in the formation of the phobic reaction must 
I'yzed, no matter how reasonable the symptom or how 
tic the original situation giving rise to it may be. In the 
resented below, it ■will be noted that the phobic reactions 
:5g€aieral two typ« origin. In the first type, th^e has 
K definite, trauma, but the ego simply firxls itself unable to 
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manage pre-existing anxiety evoked from unconscious sources 
in relation to the personal significance of a certain aspect of the 
combat environment, whereas it can successfiilly deal with it 
in a different set of circumstances. In the second type, anxiety 
appears to be associated with a definite trauma, which has been 
repressed except for one or two aspects of the traumatic situation. 
At the point at which repression fails, the phobia appears. In 
either type of origin, the proper disposition of the patient is 
difficult to decide. The following case is representative of the 
first type of origin, in which there was no traumatic event an d 
the phobia seems to have depended upon the deficiency of the 
ego in relation to a certain type of insecurity. 

Case 12: Specific phobic defense developed against severe anxiety. 

A 23 year old night fighter pilot had always been somewhat 
high-stnmg. He had had no particular difficulties during his 
flying training in the United States or overseas, when for the 
first time he began to fly a Beau Fighter, a British plane that was 
considered the best night fighter at the time. Shortly after 
entering upon his combat missions, he began to. develop anxiety. 
This symptom was subjectively felt as a lack of confidence in 
the groxmd controllers. He believed that those who were re- 
sponsible for instrument location of enemy aircraft were inade- 
quately trained and not sufficiently familiar with their equipment. 
Furthermore, he had no confidence in the accuracy of their 
instructions to him while he was flying on a mission. After he 
had been in combat for three months, one of his closest friends 
was shot down during an encounter with an enemy aircraft at 
night and this officer felt that the responsibility for his friend’s 
death lay with the ground controllers, who had directed him 
improperly. After this episode his anxiety increased so that he 
could not sleep and was constantly preoccupied with gloomy 
thoughts and apparehensions. He ther^ore requested a transfa: 
to daylight flying. The pilot was th^ seen by us for the determi- 
naticm of a possfole psychoneiircMis. He appeared to be very 
tease. His past history was not p)articularly s^nificant, and he 
repeatedly made the request that he be kept in combat flying, 
oiJy asking that he might not have to fly at night. He showed 
marked concern and guilt at the possibility of being removed 
frcmi combat. He felt that he would hate to think of himself as a 
failinre hnd just wantfed a chance to prove that he was a good 
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combat flier, but tixat he could never do this if he had to be 
dependent on the ground people telling him where to fly. 

The request made by this officer posed the common problem: 
whether the flier’s statement should be regarded as a rationaliza- 
tion of a far reaching imderlying anxiety which would appear 
in any hazardous circumstance, or whether the anxiety might be 
controlled or absent in other circumstances. Flying at night is 
admittedly an insecure situation, which is felt more keenly by 
some than by others. Feelings of security in many individuals 
are dependent upon a constant contact with the environment 
through the sensory organs. In an airplane, loss of contact with 
the ground is not felt as an anxiety stimulus because of the 
adequate sense of contact with the plane, which is appreciated 
as a firm support or platform. Feelings of spatial relations in an 
aircraft, especially with reference to gravity, exist only with 
visual reference to the earth. At night, such visual reference is 
almost completely lost. The instrument panel remains the only 
means of determining one’s position in relation to the groimd. 
This factor^ — ^that is, the position in space with reference to the 
earth — is of no subjective importance as long as one has contact 
with the plane, but is of the greatest practical objective impor- 
tance in relation to landings or possible collisions. If, on the 
basis of practical experience, such as crash landings at liight or 
the deaths of friends under similar circumstances, confidence in 
the instrument panel or the flier’s ability to interpret his position 
in space from it is lost, a great deal of anxiety is apt to be mobil- 
ized. Provided there is no other underlying anxiety, the fears 
specifically related to night flying can then be removed simply by 
transfer of the flier to day flying. In the case under discussion, 
in addition to the anxiety relating purely to flying at night, there 
was anxiety relating to being imder the strict supervision of the 
ground control. In night flying, the flier has no will of his own, 
being completely directed by the ground operator who sets the 
course, speed and altitude. The night fighter pilot must faith- 
fully follow these instructions until he is dose enough to his 
target to operate his own equipment There are some indi- 
viduals who are unable to put confidence in anyone but them- 
selves when faced with hazardous situations. No matter what 
inay be the .underlying source of this lack of trust in others, they 
cannot defend themselves against anxiety unless most of the 
defensive weapons are in their own hands. 
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In the case under discussion, it was considered that the pilot 
was one of these individuals. Because he had such strong motiva- 
tion to continue in combat, it was determined to test out his 
ability to fly as a day fighter. He was accordingly given training 
in P-38 type aircraft and transferred to another squadron. Here 
he fully justified this recommendation. He became the crack 
pilot of his outfit. He shot down four enemy fighter aircraft 
within a short time. He completely lost all traces of anxiety and 
depression and in spite of moderate losses in his outfit was able 
to carry on •without difficulty imtil he had completed his tour 
of duty. 


It should be pointed out that the outcome is not in all cases 
so fortunate when the phobic defenses are gratified. This will 
be fiurther discussed in the section on treatment and disposition. 
The following case illustrates a residual phobic reaction resulting 
from an intensely traumatic experience. 

Case 13: Phobic defense precipitated by a specific catastrophe. 

A 19 year old B-17 top turret gunner had taken part in ten 
missions without undue anxiety. He was a well balanced boy, 
who had never experienced any emotionzil diSiculties, and had 
a lively, pleasant personality. On his eleventh mission, there 
was heavy antiaircraft fire over the target and his plane received 
a direct flak hit in the bomb bay. There was a terrific explosion 
which momentarily stunned him, after which the plane went 
into a dive. When he recovered, he had difficulty in extricating 
himself firom his tmret position but finally tore himself loose. 
He opened the bomb bay door and saw a solid wall of flames. 
At the same moment, the pilot ordered the crew to bait out 
of the falling, burning plane. He went forward to the nose where 
he was met by another blast of fire. Through the flames he 
could see the pilot and, copilot attempting to escape through the 
two cockpit •windows. 

He was trapped. The bomb bay seemed the only faint hope. 
He plunged through the flames and feU out through a large flak 
hole, assisted by an explosion in the bomb bay, being literally 
exploded out. After a delayed fall, he landed safely but only 
narrowly avoided falli ng on the burning plane, which had hit 
the ground ahead of him. He was immediately found by. enemy 
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soldiers, who took him to a hospital for treatment of second and 
third degree bums he had sustained when going through the 
bomb bay. During the seven weeks that he remained in the 
enemy hospital, the area was almost continuously bombed by the 
AUied Air Forces so that there was no security either during 
the night or during the day. The hospital was never hit 
and at the end of that time the area was captured by Allied 
troops before the patients could be evacuated by the enemy. 
Thus, the gunner eventually found his way back to his own 
squadron. 

Although he had recovered from his bums and the initial 
shock of the experience, he exhibited on his return a moderate 
anxiety state s imil ar to that in case 10. He was restless, sleepless, 
had anxiety dreanas of falling in the burning plane, and showed 
a constant tremor of the hands. However, he had a strong desire 
to return to combat. He was accordingly sent to a station hospital 
for psychotherapy. Here he underwent pentothal narcosynihesis 
and ventilated his intense anxiety. After three weeks, aU free 
anxiety had disappeared. He had no more anxiety dreams, was 
sleeping well and expressed a desire to return to combat. Al- 
though it was realized that considerable latent anxiety resulting 
from his traumatic experience remziined, it was hoped that, in 
view of his strong motivation, he might be able to desensitize 
himself by gradual reintroduction to the combat environment. 

This marked improvement persisted when he returned for 
the second time to his squadron. Although he was not so lively 
or spontaneous as he had been formerly, he had no free anxiety. 
Whereas prior to his treatment he had been unable to look at a 
plane without experiencing stror^ amdety, he was now able 
to go on practice flights, expariencihg only mild tension. It was 
planned to return him to combat flying, when, during a non- 
operational practice flight, he was informed that there were 
bombs in the plane. He suddenly developed severe anxiety and 
an overwhelming desire to bail out of the plane. On his return 
from the flight, he soon became calm but thereafter realized 
th?|t he could not think of being in a plane loaded with bombs 
ui&bnt feeling anxious. Althot^h he continued to feel at ease 
' ^^i>(?atine flights, he was never able to overcome this phobic 
i^feiii®tiiw;h®dwas eventually returned to the Zone of the Interior 
I^Jpgp^h^tteatnient and disposition. 
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The final outcome in this case is not known since the gunner’s 
subsequent history could not be followed after his return home. 
It is quite possible that the phobic reaction would have disap- 
peared with the passage of time and more therapy. This was not 
undertaken in the theater of operations, since it was considered 
that sufficient time had already been spent in the attempt to 
restore him to combat flying and because his determination to 
return to combat was wearing thin from lack of progress. 
Recovery in this type of situation is naturally determined by 
desire to recover, and, if this is absent, the secondary gain of 
the symptom defeats all efforts to help ffie individual. This flier 
had initially a sincere desire to recover. The formation of the 
phobia represents a failure of the ego to resolve fully the anxiety 
originally connected with the entire traumatic situation: the 
plane, the act of flying, the possibility of fire and of falling, flak, 
the caliber and skill of the pilot, and all the other factors upon 
which a flier’s safety depends. He had managed to repress or 
overcoine all conscious anxiety coimected with these factors, 
but could not repress a conscious fear of bombs. Bombs un- 
doubtedly represented the chief single traumatic factor, especially 
in view of the fact that he was bombed over a long period of time 
while he was helpless in the enemy hospital. Nevertheless, the 
fear of bombs also represented a condensation of aU the fear 
coimected with his entire tramnatic experience, as if that fear 
were condensed and could now only be felt in relation to 
bombs. 

The phobic reactions can be understood as one method by 
which the ego attempts to deal with strong anxieties. The 
anxiety is limited and localized to a specific situation. If this 
situation can then be avoided, the individual is free of anxiety 
(cf. case 18 ). 

• Another method frequently employed to get rid of anxiety 
is through the development of a conversion symptom. Con- 
version states, howwear, are not common among fliers, nor are the 
symptoms so florid or spectacular as among the OrvUian neuroses 
cases. The dtisric pardyses, anratheaas and peculiar, gaits are 
not seen in flying peisonnel, although they axe sometimes met 
with in the neurotic reactions to battle among ground force 
combat mm. In fliers, the symptoms are almost wholly confined 
to the spedal sensory organs so necrasary to flying: the eyes and 
easts. ^ ' 
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Blurring of vision and difficulties with depth perception are 
the most frequent ocular complaints of functional origin. Vertigo, 
headaches, respiratory difficulties (cf. case 19), deafness and pain 
in the ears are the most common symptoms referred to the audi- 
tory and vestibular apparatus for which no organic basis can 
be foimd. Such symptoms arise quite naturally through the flier’s 
intimate dependence upon these organs for security in relation 
to the flying environment. The secondary gain involved in not 
having the use of these senses, and therefore in being incapaci- 
tated for flying, is always prominent, though unconscious. Inade- 
quate depth perception is an obvious bar to participation in 
formation flying, where safety depends upon accurately dis- 
cerning distances between wing tips. Blurred vision and deafness 
are immediately disqualifying for any flying. The symptoms, 
however, do not arise out of a desire to escape. They always 
have a clear-cut connection with anxiety or with some actual 
previous injury to the organ, as is often the case with ear symp- 
toms. For this reason, the conversion symptoms are not com- 
pletely protective against anxiety and the most usual clinical 
picture is a naixture of anxiety combined with some form of con- 
version symptom. 

Ip only one class of flying personnel have we seen an approxi- 
noation of the “belle indiff&renc^^ so characteristic of the classic 
conversion hysteria. This was in the paratroops, who are not 
actually members of the Air Forces, These men, who face the 
highest casualty rates and the most difficult situations in combat, 
have a group attitude which does, not permit free expressions of 
anxiety and fear. In an atmosphere where everyone is tough, 
rough and ready for the worst, anxiety cannot be verbalized 
or socially accepted. As a result, neurotic reactions among the 
paratroopers are apt to take the form of conversion symptoms 
involving the lower extremities. Weakness or paralysis of one or 
both legs is frequentiy seen and is accompanied by a total 
black-out of insight. The men lie comfortably in bed and show 
little, or no distress concerning the severe disability. Although 
they m^y express a desire to be cured in order to return to their 
units, even the casual observer is not impressed with the sincerity 
of tMs desire in view of their obvious lack of concern for their 
In many instances the underlying anxiety can be 
to mnsdousness through psychotherapeutic eflforts, 
although frequently the indiSerence will persist, in spite of all 
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attempts to dislodge it, as long as there remains a chance that 
the individual may have to return to combat 

Among other classes of flying personnel, where anxiety is 
more freely accepted as a normal response to combat stress, the 
problem is not one of complete indifierence to the symptom but 
rather one of deficient insight. The flier fails to imderstand the 
relation of his symptoms to the anxiety of which he is parti^y 
aware. Simple psychotherapy cem often improve this insight 
and, if the motivation is adequate, can restore the individual to 
combat flying. The next case is an illustration of this situation. 

Case 14: Hysterical conversion symptom related to the insual apparatus. 

A 23 year old fighter-bomber pilot, who appeared to be more 
serious than the average airman, had proved Mmself to be a fine 
combat flier. Although he was not inclined to enter into the 
usual rough and tumble arguments and mutual abuse charac- 
teristic of ordinary fliers, he was well liked. There were many 
losses in the squadron due to intense enemy action, and on his 
twenty-fifth mission his best friend was shot down by a German 
fighter plane. He was saddened by this loss and determined to 
do his best to avenge it on the enemy. After his thirtieth mis- 
sion, however, he began to notice a blurring of vision during 
flights. He could not see objects distinctly, especially when diving 
on his target and when strafing. On some days this would be 
more pronoimced than on others. In addition, he noticed that 
he was becoming restless and had vague feelings of apprehension 
for which he could not accoimt When he was told by his col- 
leagues that his bombing was inaccurate because he failed to 
line up on the target for a perfect hit, he went to see his Flight 
'Surgeon. His visual acuity was tested and found to be within 
normal limits. However, he showed a considerable defect in 
depth perception on repeated testing. Since there appeared to 
be definite psychologic^ factors in this disability, he was re- 
ferred for neuropsychiatric consultation. 

On interview, he was quiet, well controlled and cooperative. 
He described the imeasiness he felt on missions but could not 
accoimt for his apprehensions. He would not admit that he wzis 
afraid of enemy action or that -he had been unduly disturbed 
by the deaths of his fidends. Although he had the usual awareness 
of the dangers of combat flying, he could not connect this with 
his apprehension or with his visual symptoms. His conversation 
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became much more detailed and lively when focused upon his 
ocular complaint. He stated that, a short time after he pene- 
trated enemy territory on missions, his vision became blurred. 
The blurring would clear on active winking, but he would then 
notice that his eyelids felt heavy,, as if he were sleepy. On oc- 
casion, this sensation would become so pronounced that he was 
alarmed lest his eyes should shut completely and not open again. 

During this straightforward, if imusual, accoxmt of his diffi- 
culties, this flier gave the impression of being very sincere and 
earnest. It was felt that the lack of insight into his strong anxieties 
would respond most rapidly to a pentothal narcosynthesis. 
During the treatment he imderwent a vivid emotional abreac- 
tion, freely acting out the anxiety which was his real response to 
the combat situation. He spoke of his friends who had been shot 
down and of his feeling that, if this had happened to them, it 
would certainly happen to him. He did not feel that he was as 
good a flier as they had been, so how could he get through with- 
out being shot down? He complained of all the things he had to 
watch for in enemy territory. There were so many dangers, so 
much to look out for, so much to keep his eyfes on, if he were not 
to be taken by surprise. When he was in enemy territory, he 
used his eyes so much while looking for German fighters and 
grm positions, turning his head this way and that, that he some- 
times referred to himself as “swivel-head.” 

As the effects of the narcosis wore off, and he became oriented 
to the present, he expressed considerable shame at having re- 
vealed such strong anxiety. He thought his reaction was very 
childish and weak, and asked what he could do about it. He 
was told that hetlf the battle was in understanding it and that, 
now that he had insight into how he really felt, he could see for 
himself whether he could master his anxiety well enough to 
continue in combat. From this time on, he made rapid progress. 
He was sent to a rest camp for a week and on his return showed 
a new buoyancy and increase in confidence. His depth percep- 
tion on repeated testing now was within normal limits. He was 
accordingly returned to his outfit, where he resumed combat 
fiy^ and was able to complete his tour of duty. 


iS&Tfe wdividu^ had difficulty in accepting insight into his 
^fei^tyj|j©eawe of the cmnmon psychological dfiemma in whi^ 
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he fomid himself. Because of dependent trends, he needed more 
protection than the combat situation could afford and therefore 
developed anxiety. But a strong superego reaction demanded 
an effort to persist in spite of any danger. In view of the super- 
ego’s demand, it was more painful to admit anxiety than to deny 
it and hope that the pretense would work. It was as if the ego 
reasoned: once anxiety is admitted, all is lost. Then, in accord- 
ance with Hamlet’s advice to “assume a virtue if you have it 
not,” the ego proceeds to ignore all evidence of anxiety in so far 
as it can. However, the underlying revolt at having to endinre 
so much insecurity and threat, makes itself felt through other 
channels. The eyes, already strained in the effort to forestall 
danger, now become the unconscious agents of this revolt. 
They blur, tear and refuse to look upon the scene, refuse to 
have anything to do with the bloody business. Such an isolated 
symptom is naturally overdetermined and all the factors that 
are concerned in the choice of the organ affected could not be 
eUdted in a short time. 

From a practical point of view, it was not necessary to make 
a detailed analysis of this situation in the combat area, nor was 
this indicated. All that was necessary was to reassure the flier 
that his dependent need for security was shared by everyone, 
that anxiety was therefore universal and acceptable as a reaction 
to the manifold damgars, and that the fact of its acceptance and 
admission into consciousness was in itself no threat to continued 
successful participation in combat. Aided by this support and 
the reidentification with his friends in combat which it provided, 
the flier was able to resolve his diSiculties on the basis of his new 
insight. Not all men who develop conversion symptoms, howr 
ever, are able to accept insight so easUy. This is well shown in 
case 19, whore the patient failed to develop insight in spite of 
intensive psychotherapy ovoseas and ^owed no change until 
his return home. 

A method of dealing with anxiety very similar to that in- 
volved in the development of conversion syrdptoms is sejen in the 
p^chosomatie states, where fimctional impairment of the vegeta- 
tive organ systems exists without consciousness of anxiety. 
Amdefy is such an ordinary occurrence among combat person- 
nel and its somatic reverberations are such familiar phenomena 
that insight is almost a cultural prdp>eity of the group. When 
death m^nch)^ at hk side, vdio can fifl to appreciate the mean- 
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ing of his cold hands and feet, his trembling knees, his racing 
pidse, his sudden need to defecate or urinate? These obvious 
somatic expressions of anxiety become incorporated in the 
language of combat troops, which has an inevitable physiologi- 
cal tone at best, and they are the subject matter of current jokes. 

Although most combat men understand their psychosomatic 
symptoms and tolerate them as well as they can, some are 
irnmime to insight and appear at sick call complaining of 
stomach trouble, bowel distress or difficulties with their bladders. 
More commonly, there may be some admission of vague anxiety, 
but the somatic symptoms receive the chief emphasis and are 
actually so severe as to be incapacitating. The gastrointestinal 
tract is involved more frequently than any other organ system. 
Cardiovascular symptoms, which were expected to be foimd in 
large numbers on the basis of the experience during the last war, 
are of much less frequent occurrence. The “effort syndrome” as 
a clinical entity is comparatively rare eimong all combat troops 
and practically nonexistent among flying persoimel. Fluctuating 
hypertension, similarly, may appear in isolated instances but is 
not a frequent finding, Genito-urinary symptoms are even less 
common. Nocturia and frequency during the day are standard 
accompaniments of anxiety in many individuals but they are 
seldom presented as isolated complziints. 

In contrast with the other organ symptoms, gastrointestinal 
symptoms flovurish in anabimdance and variety that are surprising 
and sometimes confusing. Loss of appetite, loss of weight, 
epigastric distress, nausea and vomiting before and during 
missions, abdominal cramps and diarrhea occur independently 
and in combination. Whether some degree of anxiety is present 
or not, the symptoms may be confusing, especially in semitropical 
th»ters of war, because of the prev^ence of infectious diseases 
affecting the gastrointestinal tract. The differential diagnosis 
may then become a complex problem. This is especially true for 
intestinal complaints. The following case portrays the complexi- 
ties involved in this situation. 

Ga$e 15: Diarrhea developed as the main symptom of severe anxiety. 

A 25 year old dive bomber pilot had a rigid personality and 
did not make friends easily. However, he was considered a 
dependable and efficient flier. Durii^ his first ‘fifteen nussions 
he experienced no particular difficulty. Combat losses of person- 
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nel were fairly high in his squadron but this did not affect him 
to an unusual degree. He experienced a moderate amoimt of 
tension while on missions, not severe enough to be a source of 
concern or to affect his efficiency. On his sixteenth mission, while 
diving on his target, he felt a sudden uncontrollable urge to 
defecate and lost control of his sphincter, soiling himself. He 
pulled out of his dive without trouble but on the way back to 
his base, he felt ill. He made a bad landing. The plane nosed 
over, the cockpit crashed to the ground and he was thrown 
partially out of it, dangling in an inverted position with his 
head partly thrust into the groxmd. He was extricated and found 
to have no injuries. The medical officer who examined him 
concluded that he had had a minor gastrointestinal upset due 
to some tainted food. He was mildly upset by the experience 
but in forty-eight hours felt ready to return to combat flying. 

During the next three weeks, he continued to fly missions, 
occasionally noting some transient abdominal cramps. Then he 
suddenly developed a severe diarrhea, for treatment of which he 
was sent to a station hospital. After a five day course of sulpha- 
guanadine, the diarrhea cleared and he was returned to his 
imit. In the hospital the stools were negative for amebae and no 
specific diagnosis was made. After he had flown two additional 
missions, subsequent to discharge from hospital, he developed 
severe headache and a fever, which were diagnosed as due to 
pappataci fever. He was treated for five days “in quarters.” 
He then felt well and was about to be returned to combat flying 
when the severe diarrhea recurred. He was again given a course 
of sulphaguanadine and kept in quarters on the base. He im- 
proved rapidly and was scheduled for a mission. The morning 
that he was to go on the mission, the diarrhea returned and he 
was sent back to the hospital. Here it was determined to observe 
the flier without giving specific therapy. The stools were con- 
sistently negative for infectious organisms. Within five days, and 
without treatment, the diarrhea disappeared. During this time, 
he appeared to be resdess and had some insomnia, though he 
denied having any anxiety. It was the opinion of the hospital 
physician that the diarrhea W2is of nervous origin. 

During the next month the pilot was free of symptoms and 
flew five missions. In this time there were no losses in the squadron 
due to diemy action. Then he developed malaria owing to his 
own carelessness, iimsmuch as he had not bothered to sleep 
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under a mosquito net at the height of the malaria season. The 
illness was mild and he was returned to duty after three weeks, 
one of which he spent at a rest camp. He then flew one mission 
without difficulty. On this mission, however, he saw one of his 
companions shot down by antiaircraft fire, the plane crashing 
to the ground and scattering over the countryside. That night 
he slept poorly and the next morning, while on a test flight at 
10,000 feet, he felt again a sudden overpowering urge to defecate. 
This time he managed to control his sphmcter and got back to 
the ground without incident. That afternoon, however, while 
being briefed for a mission, he again experienced this urge to 
defecate, now also associated with a definite feeling of anxiety. 
He could not go on the mission. During the next few days he 
had five or six bowel movements per day but no real diarrhea. 
He was anxious and increasingly depressed. He avoided his 
friends as much as he could, and, since he seemed to be getting 
worse, he was referred for psychiatric coi^sultation. 

When he was interviewed two weeks later, this pilot was 
pale, thin, tense and anxious, and mildly depressed. There had 
been no diarrhea during the intervening time. He stated that 
he was terribly discouraged and disappointed because his con- 
stant physical illnesses had prevented him from completing his 
tour of duty. He had completed only twenty-six missions at this 
time, whereas most of his colleagues were reaching skty-five to 
eighty missions. He thought that his difficulties were entirely of 
physical origin and that his taisions and anxiety were due to 
the continual fioistration and disappointment. He categorically 
refuted the notion that his diarrhea could have any coimection 
with fear associated with combat. When he was told that such 
symptoms commonly arose from combat stress ^d that both 
his Flight Surgeon and his colleagues were of the opinion that 
this was true in his cas^, he stated, without rancor, that he could 
iK)t agree. Since there seemed to be so little possibility of estab- 
lishing rapport with this flier or hope of developing insight, he 
was recommended for a return to the United States for further 
treatment and disposition. 


’ii/sH^fease illustrates the conamon difficulty in distinguishing 
^ of functional involvement in individuals who have 

or wha have beconie d^ilitated under combat 
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conditions. There was nothing in the patient’s past history to 
indicate a previous overt emotional or psychosomatic disorder. 
He had experienced two definite physical illnesses during his tour 
of duty and the possibility of actu^ or toxic-infectious involve- 
ment of the gastrointestinal tract had always to be considered in 
that geographical area. Nevertheless, his intestinal symptoms 
began before the onset of the physical illnesses and their appear- 
amce coincided with exposure to combat stress, and the laboratory 
data were consistently negative. The preponderance of the evi- 
dence favored the psychological origin of his symptoms. The 
anxiety, however, although precipitated by combat stress, was 
deeply buried and only secondarily projected to his symptoms, 
where it was more acceptable to his strong pride. Probably the 
anxiety in this type of reaction would not be so difficult to dis- 
lodge if it ■yvere not so inextricably bound to strong hostilities, 
also expressed in the symptom. This flier was a cold, rigid and 
remotely hostile character, closely attached to his mother and 
an older sister. His characteristic faint negativism was portrayed 
in his refusal to sleep imder a mosquito net, a flouting of regu- 
lations which could only hurt himself. It is probable that this 
mild character neurosis would never have led to outspoken 
symptoms except under a situation of severe stress and threat to 
his dependent need for security. It was only to be expected that 
the resultant fear and anger could not be brought to a full-bodied 
direct expression. The usefulness of the lower bowel for expressing 
these feelings is notoriously manifest in the four letter excretory 
profanities, which nowhere have a wider currency than among 
combat troops. When, as in this case, the usual verbailization of 
aggression and fear in terms of the excretory act has given way 
to the act itself, hope of effecting any improvement through 
psychotherapy in a short time is very dim. 

Similar complexities are encountered in the many gastric 
neuroses seen among combat personnel. Food intolerance is a 
cmnmon complaint when the diet consists principally of G and 
K rations. Although controlled tests conducted by the army, at 
home have deoaonstrated that healthy men can subsist for months 
on these (hets without difl&culty, such experiments do not take 
into account the gradual debUitatipn firom which most men 
suffer overseas, or the recurrent attacks of malaria, infectious 
jaundice and other diseases which affect a large proportion of 
the pa^onnel ia many theaters of war. The treatment of these 
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illnesses is effective, so that time lost through actual sickness is 
not great. Yet the aftermath of physical impairment, combined 
with the progressive loss of emotional control, results in anorexia, 
loss of weight and minor dyspeptic symptoms in many indi- 
viduals. To separate the psychological from the physical factors 
in this common syndrome is an almost impossible task. One is 
content to recognize that both factors are involved, and that 
effective treatment lies in a total change of environment rather 
than in specific psychotherapy or physical therapy. As the diet 
has improved in the combat areas, many such functional dys- 
peptic syndromes have cleared up. Others have improved during 
hospitalization with its protected environment and increased 
comfort, only to recur when the individual is returned to his outfit. 
In a large proportion of cases, permanent improvement can be 
effected only by a return to the United States (cf. chapter 11). 

Depressed states are not foimd among combat flying personnel 
as isolated entities but are always combined with varying 
amounts of anxiety. In several of the preceding case histories, 
depression has been one of the symptoms. However, depression 
in some cases dominates the clinical picture, and, if it is severe, 
may be the source of greatest concern to the medical officer 
(cf. case 17). In a few instances where the situation was neglected 
by the Flight Surgeon because the depression was masked or not 
sufficiently imderstood, a flier has quietly taken off in his plane 
without orders and never been seen again. The danger of suicide, 
however, is uncommon, since the depression is usually obvious 
and accompanied by seclusiveness and other personality changes 
strikingly different frorn the usual outgoing combat qualities. 
Its onset is later than that of the other neurotic reactions to 
combat stress. In the ordinary course of events, depression 
appears after a long period of struggle with anxiety, when it is 
clear that the fight to control the anxiety has failed. The flier 
then suffers much from his feelings of failure and of having let 
his buddies down, and is given no peace by his wounded pride. 
Failure is the meet common but not the only content of the 
depression. If the casualty losses are very high, some men become 
at first fatalistic and then depressed, seeing no possibility of 
completing a comhat tour or of getting back to their families. 
The feeling of doom may be so objectively justified by reality 
that 'Dot to feel depressed would be an imusual reaction. De- 
jacssion is frequently precipitated by the death of a close personal 
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friend or those of an entire crew. In the resulting melancholia 
are found some of the most difficult and perplexing therapeutic 
problems, the solution of which must usually wait until the flier 
is returned home for definitive treatment. 

No matter what the conscious content of the depression, the 
background is always an intense and haunting identification with 
friends and close buddies, living or dead. In combat, the quick 
and the dead have a power to stir men to lengths of action and 
depths of feeling that are entirely imdreamed of in the peaceful 
civilian life of the nation. So close are the men to each other, so 
bound together by a common purpose and a common fate, that 
one individual’s combat career caimot come to a different con- 
clusion from that of his comrades without pain. This leads to 
innumerable situations where a man must choose between a 
hero’s death, without in the least desiring to be a hero, or life in 
the future with a bad conscience and a constant feeling of de- 
pression and guilt. If he chooses the first course of action, he may 
receive a posthumous decoration and a place of honor in that 
section of paradise reserved for airmen, but the act will have 
been due to the impossibility of leaving his friends or letting 
them down. A recent news story which was published in the 
press imder the headline, “Greater Love Hath No Man,” nicely 
illustrates how forcibly this devotion can govern men’s actions. 
Four B-17 combat crew members, the two waist gunners, the 
tail gunner and the ball turret guimer, had often promised 
each other that, if one of them got into difficulties, the others 
would never abandon him, and they would all stick together no 
matter what happened. This was especially for the benefit of the 
ball turret man, who was in the most vulnerable spot. Their ship 
received a direct flak hit during a mission and was completely 
disabled, and the pilot ordered the crew to bail out. The top 
turret gunner, who was not in the compact, bailed out according 
to instructions and landed safely. The other four gunners stayed 
in the plane, which was out of control and crashed in flames and 
exploded. They were all killed. According to the top turret 
gunner, the flak had jammed the baU turret so that the gunner 
could not be extricated from it, but he was alive. The other three 
men were uninjured. They could have saved their lives and had 
been ordered to do so but they preferred to stick to their resolu- 
tion and ride the plane down wiffi him, knowing that the chances 
of a safe landing ware hopeless. 
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This situation is reproduced every day in combat with endless 
variations. If the poignant dilemma of the individual who is 
faced with the choice of saving his own life, perhaps to fight again 
later, or of risking it for his friends, is solved in favor of the 
former, and especially if the dedsion is made out of his own 
anxiety, the result is often a severe depression. The guilt of 
abandonment cannot be banished, no matter how forcibly the 
man may try to put it out of his mind. Even when there has been 
no choice, and survival is due to the sheerest whim of fate, as in 
case 10 in this chapter, the “survivor’s guilt” haimts the indi- 
vidual; he is “ghosted,” as one man put it, by his dead friends, 
who wiU not leave him alone or give him peace of mind. The 
dead appear in dreams at night, happy dreams of former good 
times, which are now a mockery, or fearful dreams of dying, 
which are exact reproductions of what happened or fantastic 
elaborations of it. In the dream, the agony is the helplessness and 
suffering of the dead and the anguish of not having helped or not 
being able to help them. The dead also appear in waking reveries 
and in associations of places and people. The idaitification is too 
strong to be dissolved by the physical fact of death, and, since 
the dead live within the living just as they did before they died, 
they cannot be expected to remain in their watery or fiery graves. 

Case 16: Severe depression resulting from repeated loss of comrades in 
combat. 

A 23 year old B-26 pilot flew his first two missions in combat 
as a copilot and then was made first pilot. He showed so much 
competence and initiative that he soon was made squadron oper- 
ations officer. He was a warm-hearted, attractive individual, who 
had many close fnends. He was inclined to worry a good deal 
and to take his responsibilities very seriously. Almost firom the 
outset, he worried about the fate of the crews he controlled as 
operatiouB officer. If a crew failed to return from a mission, he 
would be upset about it. He was not serioudy affected, however, 
until he had witnessed and taken part in several crash landings 
which occurred within a relatively short space of time. First, a 
boh^Der spun in and crashed on the field while he was watching 

return of a mission. He rushed out to the cracked-up plane 
•add assisted in the removal of the body of the pilot,*a good 
had been mutilated and killed in the crash. He 
was disturbed by the sight of his firiend, torn and lifeless. 
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A few days later, while he was standing in front of the operations 
tent looking at the field, another bomber attempted to land and 
eicploded, killing the entire crew and scattering fragments of 
their bodies about the field. The following day, he had himself 
to turn back early from a mission and make a forced landing at 
a strange field because of an engine cutting out. Loss of one 
motor in a B-26 was a serious affair at that time, but, although 
he was tense and worried, he made a skillful' landing. A few 
days after he had returned to his own field, another plane crashed 
near his operations tent and several of the crew members were 
injured. On his next mission, he scheduled himself to fly as an 
observer, rather than as pilot. Over the target the plane was hit 
by flak and the pilot and copilot were both seriously injured. 
With the help of the bombardier, he got the pilot out of the 
cockpit and took over control of the plane. It was badly dis- 
abled, the hydraulic mechanisms were shattered and the landing 
wheels and flaps could not be lowered. He was able to bring the 
ship back to his base, where he made a crash landing. He was 
very tense for fear that the landing would be bad and that he 
would kill himself and his friends; he kept picturing the fatal 
crack-ups he had witnessed on the field. Nevertheless, he made 
a good landing, only slightly shaking up the occupants. 

That night the pilot felt very nervous and resdess and could 
scarcely sleep. He was alarmed at this reaction and, being afraid 
that he was developing a fear of flying, scheduled himself for a 
mission the next day. He believed that the only way to overcome 
a bad reaction to flying was to keep on flying, and that, if he 
stayed away from it, the feeling would become permanent. How- 
ever, he did not feel sufficiently confident to fly as pilot and 
therefore again scheduled himself to go as an observer. He was 
tense and anxious throughout this mission, constantiy expecting 
a mis hap. His fears were justified. On the way back to the field 
fix)m the target, a motor cut out and the second motor failed 
just as they were cdming in to land. There was a bad crash. 
Although he was unhurt, two of the men in the plane were 
seriously injured. 

From this time on, his fear of a disaster occurring while he 
was flying was fixed. He was ceilain that the string of crashes in 
which he had been involved so far without injury would catch 
up with him, and that the next time probably would be fatal. 
During the next two weeks, he left his name off the battle order 
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and did not go out on missions. But it made him feel guilty to 
think he was risking the lives of other crews and was afraid to go 
himself. Eve3ry day he went through a severe inner conflict, in 
which he would try to persuade himself to put his name down 
for the next day’s mission. Then the memory of the crashes would 
confront him and would be elaborated into a vision of himself 
and his crew injured and dying. The plane seemed like an evil 
force, bent on destroying, which had played with him as a cat 
plays with a mouse and now was ready for the kill. His resolution 
would then weaken and he would put off the mission for another 
day, but would feel miserable and beaten. Finally, unable to con- 
tain this inner torment, he confided his feelings to a dose friend, 
whom he respected as a pilot and who was a warm and sympa- 
thetic individual. The friend’s advice was to fly with him on 
several missions imtil he recovered his confidence. 

Feeling encouraged by his friend’s reassurance that he would 
surdy overcome his fears, he scheduled himself to fly the next 
day as an observer with this friend. Just before the take-off, 
however, he had an overwhelming feeling of dread and weak- 
ened. He fdt as if some irresistible force was holding him back. 
He made some excuse. The plane took off without him and never 
came back. It had been hit over the target by flak and the entire 
crew was lost. 

When he learned of the loss of this crew, he was plxmged into 
a descending spiral of fear and remorse, from which he never 
recovered. The knowledge that his presentiment of death had 
been correct confirmed ziU his fears. But that his friend, who had 
been so willing to hdp him, had to take the final punishment, 
while he had escaped only because of his weakness, was more 
than he could bear. Every night he direamed of the crash of this 
crew. He could see the expression on his friend’s face and in its 
suffering and pain he coiild read a terrible accusation. In the 
daytime, when he tried to concentrate on his work, pictures of 
the crash and of his friend blotted out the papers on his desk. 
Unable to make the important decision before, he now had diffi- 
culty in making even simple decisions. His mind became easily 
eonfiised. At times he thoij^ht everyone was looking at him with 
ah ©Session of contemjit. Often he could bear this since he was 
eqpi^yccmtemptuous of himself. On occasion, hovi^ever, if some- 
one made a casual remark which he would interpret to refer to 
hfe femr^.going on mishons, he would become enraged, but be 
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unable to speak, and would silently stalk off to wait for his anger 
to quiet down. Actually the attitude of his friends was extremely 
sympathetic, rather than hostile. They wished that they knew 
how to help him and were careful not to say anything which they 
thought might upset him. In spite of their attitude, his sensitivity, 
irritability and inefficiency became worse. On rare occasions, he 
would feel that his confidence would return and that he would 
go on a mission soon. Then for a while he would be gay and 
lighthearted. But these moments were fleeting and usually he was 
immersed in gloomy reflections. His Flight Surgeon was aware 
of the situation, attempting repeatedly to relieve his anxiety and 
depression by reassurance. When nothing came of his efforts and 
the pilot showed increasing despair and self condemnation, he 
determined to refer him for psychiatric consultation. 

On inteiyiew, this pilot appeared retarded and severely de- 
pressed. He had no tremor nor other objective signs of anxiety, 
but there wzis considerable verbid, blocking. He seemed to have 
difficulty in organizing his thoughts. Psychotherapy was directed 
chiefly at reducing the intense superego reaction and decreasing 
his sense of isolation. When these improved to some extent, he 
was returned for further treatment and disposition to the United 
States, where many returnees with the same problem are success- 
fully treated (cf. chapter 12). 


The manner in which identification operates among combat 
fliais is clearly shown in this case. It is the source both of their 
greatest strength, supporting them in their resolution to face the 
stress of combat, and of their greatest suffering, if that resolution 
should feiil. The rezisons why the ego fails in the face of these 
stresses will be set forth in the next chapter. 



CHAPTER 6 


Psychodynamics 


An understanding of neurotic reactions to combat stress re- 
quires knowledge not only of the observable clinical symptoms 
and behavior which appear when the ego has begun to weaken, 
but also of the psychological mechsinisms underlyir^ succes^td 
adaptations to the combat situation. The psychodynamic processes 
entailed in such successful adaptations have the same relation to 
neurotic symptoms as the normal physiology of the body has to 
the abnormal physiology manifested in any disease process. Both 
must be clearly comprehended in order to institute a rational 
and effective therapy. Owing to the intangible and complex 
nature of psychological mechanisms, the psychodynamic proc- 
ciBes are difficult to isolate, to measure and to describe. Even 
a lucid description is difficult, because so many processes in- 
volving separate parts of the personality at various levels of 
consciousness take place at the same time. 

The present exposition cannot encompass all the factors in- 
volved in psychological health and illness in the face of combat 
stress. What is presented should be regarded as a working ap- 
proach lo the problem, derived from a study of actual cases 
encoimtared in the combat situation. There is mudi to be gained 
finm such a study of fresh material: notably, a vivid realization 
, of the feelings and reactions of men in combat, and the immediate 
origins erf their symptoms. On the other hand, the all-pervading 
realities of the battle scene with its atmosphere of constant 
menace and insecurity tend to obscure individual differences 
erf personality and to dim-out reactions that are w;holiy or in part 
based on previous personality trends. These can be recognized 
. 118 
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and have been brought out to some extent in the case materL 
of early breakdowns. But they are difficult to evaluate in men * 
apparent previous stability, who show symptoms only aft( 
exposure to severe stress- The relationship of individual persoi 
ality patterns to the effects of combat can be seen much moi 
easily in returned combat veterans, to whom the passage of tun 
and the distance from the combat scene give a much broade 
perspective. After the men have been home for a time, they ca 
more readily be appreciated as individuals. Their combat o 
periences then shade into the sum total of their past experience 
and can^be seen in truer proportions. The lessons to be learn© 
from the study of returnees in regard to the psychodynamic 
wUl be presented in chapter 15. 

The universal stresses of combat tend to reduce all individual 
to a common denomiiiator, which we have called the comba 
personality. The reader will have noted that the cases present© 
in the previous chapter have a certain sameness- In spite of th 
fact that they were specially picked to illustrate different cate 
gories of combat reactions, there is considerable repetition c 
symptoms, attitudes and experiences. Indeed, the men are mud 
the saune, whether in health or in illness, ais long as they remah 
in combat. Initially, they were aU healthy, vigorous, aggressiv 
young men, who had been stamped with the same imprint b; 
months of training and cxjmbat activity. It is this universalizec 
combat personality, this embattled “Everyman,” whose psycho 
logical vicissitudes we studied in orda: to determine the psycho 
dynamic principles involved in continued successful adaptatioi 
to combat stress, and in failure to adapt to it. 

The prindpal way in whidi the combat personality is affectec 
by the specific stress to which he is subjected is in the productioi 
of fear and, to ai lesser extent, of hostility. We believe that ii 
spite of its complexity, the problem of the appearance of fea 
can be reduced to two problems: Why does the individual de 
vdop fear to begin with, and what does he do about it after i 
has developed? The first problem involves the factors inheren 
in the combat situation whidi stimulate fear or protect th( 
individual against its appearance. The second category entail 
the psychological ddenses adopted by the ^o to control or dea 
with this emotion, once it has arisen. The psychological mecha- 
Twsms invcfived in each cat^ory sometimes coincide or overlap, 

■f-Tniiei. +lr\A iet <ailTArci>T 70 cViOT*T\ 
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At this point it becomes necessary to establish the differences 
between fear and anxiety, although these terms are often used 
interchangeably. Fear is an emotion in response to a stimulus in 
reality that either threatens the individual at the moment or 
portends actual danger. The signal of fear is experienced con- 
sciously by the organism. Anxiety is an anticipation of danger. 
The signal is experienced by the ego, which is reminded of 
traumatic experiences previously endured and thus behaves as 
if the danger were present. The experience is thus an expectation 
of danger and a mild repetition of it. The signal of anxiety not 
only prepares the organism for danger, but also starts defensive 
maneuvers against it. The stimuli in reality, evoking anxiety, 
do so as symbolic situations to which the individual on the basis 
of paist experience has learned to attribute dangerous results, 
and to which it reacts in a sensitized maimer. The interpretation 
of these symbolic significances is unconscious, but the feeling 
of anxiety may become conscious and the defensive maneuvers 
or symptoms are expressed either in conscious thought or in 
behavior, although their connections with the evoking stimuli 
are lost. Yet anxiety is rarely accepted as a feeling without being 
attributed to some real outward source (projection). The above 
differences between fear and anxiety are less important than 
their similarities, aince the feelmg-tone and the physiological 
concomitants in anxiety and fear are identical. Furthermore, 
there are no pure fears inasmuch as all external dangeix also have 
symbolic significance. How much is real (fezir) and how much 
is apprehension (anxiety) is the problem. 

There are obviously all sorts of fears: fear of personal injury 
or death, fear of harm or injury to or the loss of someone who is 
loved, fear of failure, of economic loss, of the loss of prestige, 
honor or reputation". All fears, however, have one thing m 
common. What is feared is the loss of something that is loved, 
highly prized and held very dear. Whether it is one’s own 
person, another person, an inanimate thing or an abstract idea, 
fear not develop unless this thing is intensely loved. If 
through a chain of circumstances a man loses his interest m life 
and his own self love, he will not care if he starves or dies, 
whereas in ordinary circumstances a serious threat to his life will 
precipitate strong fear. On the other hand, if he is passionately 
devotai to an abstract idea which is in danger, such as Ws 
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coimtry or his political creed, he will give his life to protect it 
vwth little apprehension. 

It can be seen that apprehension or anxiety is related to the 
loss of what is loved most. Such love, affection, interest, care or 
attachment is the psychological aspect of a force which derives 
its energy from certain inner biological sources. The total 
quantity of this force and its objects are as variable in the life 
history of the individual from time to time as are the forces of 
somatic metabolism and energy. 

In infancy and eairly childhood, passive intaking trends are 
prominent in relation not only to food and drink but also to love 
and attention. The child is concerned with its own somatic 
and psychological needs. This narcissism is gradually altered 
as the child grows bigger, older and more secure, after he has 
had sufficient gratification. He is then able to spill over his excess 
energy, his love and his attention toward objects external to 
himself — ^his parents, other members of the family and a gradu- 
ally increasing range of interests — ^without demanding an equal 
return in kind. As he approaches satiation, he becomes more 
altruistic, less selfish and less self-centered. The degree to which 
he can love and give to others depends on his own inner security, 
based on having had enough for himself. K his security is pre- 
carious, love of others depletes him and he feels humility and 
inferiority. This is of no consequence, however, if he receives a 
retinm of interest and affection through possession of the loved 
object or by identification with it, thereby loving another as he 
loves himself. 

If loss of the loved object, with which the insecure adolescent 
identifies, is threatened, return to frank self interest often results. 
The loss of the object of affection, however, is depleting to the 
ego and anxiety ensues. The more mature and secure. men are 
less disturbed, although not unaffected, because their inner 
resources are greater amd capable of withstanding more deple- 
tion. Yet every loved object has some degree of identification 
and hence of overevaluation, and cannot be given up lightly. 
When something that is loved is threatened, and the love cannot 
be withdrawn, then a severe emotional reaction is produced. 
The thir^ that caumot be tolerated is the loss of love invested 
in the object, and therefore loss of the object, whether a pewon, 
thing, idea, part car all of one’s own self, caimot be tolerated. 
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The emotional reaction aroused by a threat of such a loss is 
at first an undifferentiated combination of fear and anger, sub- 
jectively felt as increased tension, alertness or awareness of 
danger. The whole organism is keyed up for trouble, a process 
whose physiological components have been well studied. Fear 
and anger are still undifferentiated, or at least mixed, as long as 
it is not known what action can be taken in the face of the 
threatened loss. If the loss can be averted, or the threat dealt 
with in active ways by being driven off or destroyed, aggressive 
activity accompanied by anger is called forth. This appraisal 
of the situation requires mental activity involving judgment, 
discrimination and choice of activity, based largely on past 
experience. If on the basis of such mental activity it is seen that 
the loss cannot be averted, the situation is hopeless and nothing 
can be done, then anxiety develops. This is, of course, most 
obvious where the threat is to one’s own fife but is applicable 
to a threat to anything dearly loved. However, only in the case 
of a threat to one’s own life is strong fear an emotionally appro- 
priate reaction, inasmuch as the only activity which fear leads 
to is withdrawal and escape. 

It- can thus be seen that the s^al of amdety has both emo- 
tipnal and mental components; emotionail, in so far as it depends 
upon the threatened loss of something that is loved; and mental, 
in so far as it is predicated on the probability that the loss cannot 
be avoided. With these considerations in mind, it is necessary 
now to examine how the men in combat’ come to feel anxiety, 
what they love and hold dear, and what their mental processes 
are in the face of a threat of its loss. 

As we have indicated in previous chapters, the American 
combat soldier is ^ongly attached and devoted to his group. 
The affection which he invests in this group is not lost and there- 
fore his emotional economy is not disturbed for long periods of 
time because of sevaral factors. For one thing, contact with the 
group is continuously maintained. Conversely, nothing is more 
panful than the necessity of leaving the group because of iUness, 
detadied service or transfer. In many instances, a man will refuse 
a, ftmijsfer, even though it involves a promotion or a better job, 
A^ly ,in <rder to stay with his group. Secondly, his sup)er^o 
iSBW^ly identified with &e group, and, as he loves the group, 
be io^es himself as a memh^ of the group. Thus a part of 1^ k>ye 
is nardiraistically reinvested in himself through the identificaticHi. 
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However much he loves the group, the average American 
combat soldier still retains a great deal of self love and of interest 
in himself and his own needs. From the point of view of the 
extensiveness of his needs he is dependent on others. On the 
other hand, American civilization is so constituted that he is 
able, in civilian life, to satisfy his personal demands through his 
own efforts, through initiative and work. Thus there is a kind of 
paradox implicit in the cultural and social organization of the 
nation: its citizens are dependent, from the standpoint of their 
individualistic demands, and mature and independent, from 
the standpoint of their aggressive confidence and ability to 
satisfy these demands by their own individual efforts. When the 
American, after a long period of training, becomes a member 
of the combat group, this paradox is exactly reversed. For the 
sake of the group, he gives up a large part of his individualistic 
demands. He simply has to do without many of the thin gs he has 
always needed and is more or less content to do without them, 
on a provisional and temporary basis. From this point of view, 
in so far as he is able to give up immediate satisfactions and 
demands for larger interests and enjoyment in the future, he 
becomes more mature. It must be remembered, however, that 
he does not completely give up these demands but only puts them 
aside temporarily. At the same time, he gives up his own indi- 
vidualistic aggressive activity and becomes dependent upon the 
group. What needs he now has can only be satisfied by the group. 
From this point of view he regresses to a less mature, more 
dependent level. He is imder strict authority and control and, 
like a child, is forever having to ask permission to have his needs 
gratified. If he becomes too aggressively demanding, he is 
punished or expelled from the group. 

Thus, in the development of self discipline, self sacrifice and 
cooperation the combat personality has become more mature, 
but fixBtn every other standpoint he is in a more dependent and 
immature role than he was in civilian life. 

Nevardieless, for what he has given up, he receives constant 
care and affection from Ms group as long as he plays his part 
properly. There is therefore no disturbance in psychic energy, 
and thfe individual feels in harmony with his group and has no 
anxiety. The ^tus of the aVetaige combat crewman at the 
begiifnmg of his aimbat tour can be schematically summarized 
in the Mtev^ng'^y: Most of his love and interest is devoted to 
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his group aud is satisfied as long as he remains in contact with it. 
The superego is identified with that of the group and will return 
some of this love to the ego as long as he fulfills the group ideals. 
A smaller portion is devoted to himself, but this is satisfied 
by the care and interest the group shows in him. Another small 
part is devoted to friends, family ties and interests at home. This 
last remains unsatisfied except in fantasy, and is given up on a 
temporary basis, though not without pain. 

As long as the major portion of the man’s interest and affec- 
tion remains devoted to the welfare of his combat group, he will 
not develop strong anxiety over the possibility of his own iujury 
or death. His chief concern involves the fate of his group. Then, 
if the gtoup is strong and successful in combat, he has nothing 
to fear. But there are several factors which tend to break down 
this heavy investment of interest in the group, returning continu- 
ally larger amounts of care and interest to his own fate. The chief 
of these is the loss of men in combat, especially of close fidends. 
Although the group is partly an abstract idea, a symbolic object 
of attachment,, it is also composed of individuals. When these 
individuals die or are removed through injury, the love and 
affection which were attached to them must either be transferred 
to newcomers in the group or be returned to the ego. Usually 
the latter takes place because of the identification with the lost 
firiends, who, though dead, persist within the survivors, where 
they absorb continued affection which cannot be lightly trans- 
ferred to new and xmtried men. 

Another factor which contributes to an increase in self con- 
cern is length of time in combat. This factor is related to the 
development of sinxiety in several ways and will be taken up 
again. But it is specifically related to the amount of affection 
devoted to the group. The longer the man remains in combat, 
the more the personnel in the group changes through attrition, 
§o that eventually it may not be recognizable as his originail 
group. For this reason, a large part of his original affection is 
withdrawn. Concurrently, as time passes, the affection for and 
interest in his family and dose ties at home, which have had to 
remain vmsatisfied, become increasingly impatient for gratifica- 
ticHi. Having only been set aside temporarily, &ey cannot be 
denied forever. As the man begins to think more and more of 
home, the combat group becomes an enemy which stands in the 
way dE hjs achieving this gratification, and therefore more affec- 
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tion is withdrawn from it. The tremendous influence of this 
factor in relation to motivation is recognized by the armed forces, 
and in the Air Forces is solved by limiting the tour of duty to 
variable numbers of combat hours or missions. This provides a 
goad which appeaises the demands of home ties, and, on the basis 
of the bargain, allows the man to continue to give his devotion 
to the group. 

It is highly probable that this factor is more important with 
American combat personnel than with the fighting forces of 
many of our Allies, as well as of our enemies. In many coxmtries 
abroad, military activity has so completely disrupted the home 
ties and extinguished the former way of life that all the interest 
and care which at one time belonged to them are permanently 
transferred to the combat group. Since they have nothing to go 
back to, such men can remain indefinitely attached to their 
combat units, where, in addition, they can vent their hostility 
on the enemy who has so severely deprived them. There are 
probably several other reasons why in such countries the combat 
troops’ chief interest remains attached to their units for such 
prolonged periods. In Germany and Japan, for instance, where 
war has long been glorified as the ideal way of life, the combat 
units as objects of afiection have less competition to face from 
other sources. In Russia the group, whether military or social, 
has achieved cultural significance far outweighing the impor- 
tance of the individual, and in that country, even outside of 
political considerations, the fate of the individual has always 
been held of less value. Furthermore, for the Japanese, death 
does not deprive the individual of anything of great value, but 
initiates his entry into a new supergroup in a warrior’s heaven, 
where all his needs are gratified in abundance (46). 

Among Americans there are still other reasons for a steady 
withdrawal of interest from the combat unit. The mounting 
fatigue, combined with the efiects of repeated physical illness or 
injury, enforces an increasing interest in the body and its well- 
being. Even in civilian life iUness usually causes a withdrawal of 
interest from external things. After prolonged ecposure to com- 
bat an actual physical depletion occurs, whether or not there 
has been overt illness or injury. If restitution can be made by 
means of rest camps, furloughs and other methods, the process 
may be reversed and the man can again devote most of his 
affection to the combat unit, other factors being favorable. There 
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is a limit, however, to the amount of rehabilitation that can be 
accomplished by this method over a long period of time. 

Another factor favorable to a return of interest to the individual 
and his fate is poor leadership within the group. Although 
initially only a small amoimt of energy is attached to the ego and 
its needs, tlus must be appreciated and fairly gratified by the 
group leaders. The combat personality wants what few needs he 
permits himseif to be handled with justice and dispatch. There- 
fore, favoritism, absence of merited promotions, neglect or 
unnecessarily harsh discipline causes strong resentment. It is 
astounding what severe and revolting physical conditions combat 
men can live through more or less cheerfully as long as the group 
is a worthy object of affection. They will go through anything 
for a group they love. But if the leadership is incompetent or 
unfair, the group no longer is worthy of their love, and their 
interest centers once more upon themselves. That is why good 
leadership is so intimately connected with good morale. 

For ill these reasons, no matter how much affection was 
originally devoted to the group, continued exposure to combat 
and self depletion produces an appreciable withdrawal of love, 
which is returned to the self. The process may be long-drawn- 
out or may occur with dramatic suddeimess; it is largely imcon- 
scious, and, most important of all, it is incomplete. Though a 
large portion of interest may be reinvested in the self, still a 
considerable amount remains attached to the combat group. 
Thus internal competition of interest is set up which is the source 
of the primary conflict of combat men: the fate of the group 
versus the fate of the individuaL When the opposing forces of 
this conflict become established, the stage is set for the develop- 
ment of anxiety. A sufficieilt concentration of interest sind love 
is now attached to the ego so that the possibility of injury or 
death can arouse the strongest emotional reactions, and these 
reactions, themselves, then come into conflict with the portion 
of tfee personality still strongly attached to the combat group. 

Wlmt emotional reaction is aroused depends now upon the 
Street experience with the combat situation. Fear of injury or of 
loss of life is possible, but not unless flbe tituation is recognized 
as tihteatening. The «notk)n wMch is called forth is related to 
•flbse nhanner in which the intarprets the comba^ situation. 

y^eties of condusions are possible. One njan may feel- 
ft^^’ttieibe^ioiang tb^t the sku^on is terribly dange|?ouS; so 
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full of menace that his chances of living are hopeless, whereas 
another may not recognize much danger and feel calmly 
confident throughout his tour. Such variations are influenced by 
the past history of the ego in relation to trauma and insecurity, 
and can be seen more easily in the early neurotic breakdowns 
than in the men who are able to endure considerable stress. The 
ordinary reaction is a rather cool attempt to appraise the reality 
of combat and to learn how to make appropriate discriminations 
between real and fancied dangers. 

This is an actual learning process. The situation may appear 
at first to be innocuous and the primary reaction to combat is 
usxiaUy detachment and objective interest. The antiaircraft fire 
may look like a spectacular but harmless Fourth of July celebra- 
tion, entertaining but not dangerous. This attitude is soon 
changed by the repeated demonstration of the destructive effec- 
tiveness of flak bursts. Other possible dangers are only appreci- 
ated after some objective demonstration has alerted the ego. 
After a crash due to motor failure, the most vigorous attention 
may be paid to the sound of the motors, a sound which was never 
given any special emphasis before. Sounds, sudden flashes of 
light and other physical phenomena may become so intimately 
associated with a dangerous meaning that the interpretation 
becomes automatic and involuntary. A man who has been dive- 
bombed and repeatedly shelled automatically startles and looks 
for a foxhole or some cover at any sudden loud noise, even 
though he is out of the combat environment. Such learned auto- 
matic reactions persist for long times after removal fiom combat, 
only gfadually disappearing. Because these interpretations of 
specific stimuli are so stable and persistent, the stimulus fre- 
quently becomes the focus for. anxiety of wider origin and thus 
takes part in Ae formation of the phobic symptom. This is 
demonstrated in case 12, where the interpretation of an intensely 
dangerous significance in tmexploded bombs in the plane could 
not be overcome after a traumatic espeiience, although previ- 
ously the ordinary interpretation of a mild but real danger had 
been made. 

When such automatic, interpretations of severe danger are 
intsense and not adapted to current reality, it is as if the ego had 
been so shotted aBd found itself so hdpless that it could not wait 
to apprdsfe each new situation whae the stimulus recurs, but 
ieacted htttihnaticaily on the baas of its experience vtith the 



128 


THE REACTIONS TO COMBAT 


traumatic situation. Then, if the process is largely unconscious, 
no new learning can take place. A conditioned reflex appears to 
have been formed to the precipitating stimuli. The reflex will 
persist as long as the ego does not have sufficient confidence to 
appraise the situation anew to see if it is as dangerous this time 
as it was at the time of trauma. It is a conditioned reflex only 
because it is not available to the higher centers for modification 
by a fresh testing of reality. This is what makes the nemotic 
process intemainably repetitive. 

To interpret re^ty is difficult enough, although a lifetime 
is spent in learning how to do this. What construction is placed 
on the evidence of the senses depends upon past experiences and 
is always liable to error. Especially in combat, where the en- 
vironment is so quixotic, unstable and overfriendly and at the 
same time overhostile, mistakes in interpretation of reality are 
esisy to make. One sometimes sees men who err in the opposite 
direction and fail to interpret danger when they should. As a 
consequence, they axe protected aga in st developing subjective 
anxiety, but may become a source of anxiety to others. The defect 
in discrimination gives them the appearance of being unrealistic 
and slap-happy, illustrating the maxim that fools walk where 
angels fear to tread. Often this reaction is based on actual ego 
exhaustion from prolonged combat, or on mild but unrecog- 
nized cerebral injury due to blast or physical concussion. Many 
such cases were seen in infantry units kept too long in the lines, 
where it was known as the “old sergeant’s syndrome,” and also 
in fliers who had seen too much combat, but the majority of 
these cases are not seen because they do not live to tell the tale. 

When to these manifold difficulties in interpretation is added 
the fact that the mental process has become automatic and un- 
conscious, and therefore not susceptible to new learning, the 
reaction changes from a normal difficulty 'mth' reality to a 
neurotic p]X)cess. The chief reason why the process becomes 
automatic appears to be the actual helplessness of the ego when 
faced with the dangerous situation. This brings up the question 
what emotion and what activity are called forth when the 
situation is recognized to be dangerous. As has been stated, the 
initial reaction is usually one of alertness and tension: the organ- 
ism is mentally and physically prepared for trouble because there 
is a threat of losing something it loves and needs, and the actual 
emotion is an undifferentiated combination of hostility and 
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anxiety. If the threat can be averted by activity, the reaction 
becomes differentiated into hostility and aggression, the degree 
of emotion depending upon the seriousness of the threat. If the 
threat can be mastered by counteractivity, whether by deception, 
persuasion or destruction, anxiety will not arise. Mastery, or its 
opposite, helplessness, is the key to the ultimate emotional 
reaction. 

Thus, the problem of anxiety in this context centers about 
the position of the ego in regard to mastery, independence and 
freedom of activity. In the anxiety problems of early childhood 
which form the core of the usual neurotic process, the ego is 
peculiarly helpless because of its inexperience and its complete 
dependence on the family figures which constitute the threat. 
In combat, the ego is oftim helpless because of its position in the 
group and the nature of the danger situation. The combat 
personality surrenders a great deal of its freedom of activity to 
the group, which is then relied upon for protection. The efficient 
functioning of the team is the guarantee of safety, and this applies 
equally to the efficient functioning of equipment, such as the 
aircraft, which must be msuntained by teams. As long as the 
group demonstrates its ability to master the dangers fairly efiec- 
tively, the .individual feels suflSciently protected and competent 
in the environment. But when combat losses are high and dose 
fnends have been lost, or when the individual has experienced 
repeated narrow escapes or a traumatic event, the group is no 
longer a good security, and the ego learns how helpless it is in 
the situation. There is no one to rely upon. At the same time, it 
cannot overcome the dangers by its own efibrts because of the 
actual dependence on the group. 

The ego is thus in a regressed and relatively impotent posi- 
tion, reminiscent of duldhood. Its difiiculties accumulate as it 
withdraws more affection from the group and develops greater 
concern for its own fate, only to find that this fate is less and less 
imder control. Confidence in the activity of the ego is further 
shaken by the loss of friends with whom there is much identifi- 
cation, whai the thought arises: “He and 1 were exactly alike; if 
it could happen to him, it can happen to me.” Confidence is 
diminished in addition by physical fatigue and iUness and loss of 
sleep. A vicious circle is established, leading to the progressive 
destruction of confidence in the ego’s ability to master the dan- 
gers. Out of the ensuing helplessness is bom the intense anxiety. 
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Thus severe anxiety is always secondary to regression and de- 
pendence of the ego, and its meaning is that in its regressed 
position the ego has been deserted by all the forces which could 
help and protect it; nothing can be done, and the only possible 
method of avoiding complete dissolution is by flight. It is little 
wonder, once this conviction has been formed and the ego has 
bpen crushed by its own impotence, that the reaction should 
become automatic and that it would be a long time before the 
ego might feel strong enough to re-examine the situation in the 
light of fresh experience, if indeed it could ever do so. 

There are two methods by which the ego in some individuals 
can protect itself against development of anxiety, while clearly 
recognizing the dangerous meaning of combat and its helpless 
dependence on the group. The methods appear to be exact 
opposites of each other, ^though the underlying dynamics are 
not comparable. In the first, the individual believes that, al- 
though others may die, “it can’t happen to me.” The second is 
characterized by the feeling: “PU probably get it on the next 
mission, but I don’t give a damn.” The ideas of personal invul- 
nerability associated with the first method have various ramifica- 
tions. Many men have this feeling at the beginning of a combat 
tour and in most of them it appears to be based largely on good 
previous experiences with reality. Their past has been so secure 
or any insecurities have been so weU nmstered that they enter 
combat with a large reserve of confidence and cockiness. How- 
ever, as they lose fiiends in combat and have narrow escapes of 
their own, they usually become less convinced of their own 
invulnerability, and this type of protection against anxiety is 
not very reliable. In other m«a, the idea is based on.farth in 
ihagical or supernatural powar. Some men fed protected by 
God (“God. Is My Go-Pilof’), or have a fatalistic notion that 
their span of life is predetOTnined by Providence and that such 
inddental details as enemy activity can have no bearing on the 
outcome. From a psychodyinamic point of view, such men have 
exchanged an xmcertain dependence on the group for a de- 


fi^jdence on a more reliable, supernatural poww. The most 
example of this type of depaideaace in a soldier is 
in the Psalms of David, whore the Deity is forever being 
p^Stioipied for more hdp, thanked for what aid has been given 
lewdly scolded for having been remiss. In our time sudi 
pershsad n^tionships with a ddty are uncommon, and, although 
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Grod is frequently appealed to during a war by various leaders 
in public pronouncements as well as by combat troops in the 
privacy of their personal agony (cf. case 3), the appeals lack 
conviction for the most part. 

Related to this type of protection, but more zirchaic, is the 
reliance on superstitious devices and on “luck” frequendy seen 
among the bravest and most competent combat men. All sorts 
of supposedly lucky objects are carried on missions — ^pictures, 
mementos, a particularly unsavory and outworn article of 
clothing, a charm, a dog or some other animal. Sometimes a 
member of the crew or a certain airplane is believed to be lucky 
or unlucky. Such occult importance is attached to certain days 
or periods of the month, and to certain targets or bivouac areas. 
Although these attitudes are usually expressed with considerable 
tongue-in-the-cheek, humorous detachment, it is a case of the 
true word behind every jest. In its search for a more reliable 
source of protection than the group, the dependent ego reverts 
to the period in its development when magic had a real sig- 
nificance. To the child, feats of magic are no more impressive 
or unbelievable than the wondrous accomplishments of the 
adults about him. Nearly everyone has a sufficient memory of 
the time when magic seemed true and indisputable to be 
tempted to try it out again when under severe stress. Then, if 
the magic formula or charm appears to work, the intense need 
for hdp and protection becomes concentrated and fixed upon it. 

Many men are unable to place their confidence in the pro- 
tective benevolence of magical or supernatural power, and, 
finding themselves deserted and without aid from any quarter, 
still do not develop amxiety. They accept the likelihood of death 
at any moment, not with the inner harmony of those that are 
still, intensely attached to their group, but wiffi a fatalistic and 
bitter resignation. Being certain of mi imminent death, neithar 
the past nor the future has any meaning to them; only the 
present moment k real. The absence of ties with the past or 
future may in such cases destroy some of their moral and ethical 
values, so tiiat they may show a, tanporary psychopathic 
behavior. Thdr consumption of alcohol increases often to the 
point whare it is limited only by the source of supply. Alcohol 
not only benumbs their loneliness and despair but also affords 
a substStdte rdM for their dqi^dent craving^. They become 
aggr^dve i^uainelscHne in thdr relations with others, taking 
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out their resentments on any scapegoat. If women are available, 
they frequently satisfy much of their dependent need as well as 
their hostility in furious sexual activity. The “I don’t give a 
damn” reaction is actually doser to a masked depression than 
to a successful adaptation, but it. does protect the individual 
against anxiety. The protection, however, is unstable and often 
breaks down when the individual comes dose to the end of his 
combat tour. The reaction is most often seen when combat losses 
are veiy high and the mathematical chances of survival very 
low. During the last few missions, hope of survival once more 
becomes realistic, and at that point concern for his own fate 
again returns to the individual. Once he begins to hope and to 
care, he may suddenly develop intense anxiety. 

AU the above considerations relate to the devdopment of 
anxiety out of the fluctuating relationships of the ego to the 
external environment of danger. The ego, however, is menaced 
by other sources of anxiety, which are secondary to the above. 
Of these, the most important are its own hostilities and resent- 
ments. We have seen that anxiety and hostility are born of the 
same situation of threat .and are always very closely related. 
In combat, as long as the ego feels fairly competent and pro- 
tected within the group, hostile and aggressive activity is suc- 
cessfully directed at the enemy. There are a few individuals in 
whom this aggressive activity may come into conflict with long- 
standing superego attitudes opposed to such destructive and 
unethical practices, but in general the group attitudes on this 
point are adopted by the individual. The combat soldier can 
become a killer without guilt in spite of his psist training by virtue 
of his identification with the group. There is some tendency for 
guilt to develop over bombing of cities, but this is usually well 
rationalized. As the ego regresses under combat stress, however, 
and the individual feels less attached to his group, the influence 
erf the group military superego may also lessen. Then the indi- 
vidual begins to wonder about the sense of his destructive activi- 
ties. As former civilian superego attitudes are re-established, a 
feeling of guilt and an expectation of retaliation from the enemy 
appear. Past conflicts over hostile-aggressive activity are revived, 
with the production of secondary anxiety. On account of the 
guilt arising from the present and revived past conflicts, some 
individuals develop a feeling of doom and a sense of impending 
catastrophe, which are less related to their objective, mathe- 



PSYGHODYNAMICS 133 

matical chapces of survival than to their feeling that anyone 
participating in such destructive activity deserves to die. 

Under the influence of this feeling, hostility can no longer be 
expressed toward the enemy but is now easily directed toward 
the group which has involved the individual in such a situation, 
the combat unit and the army as a whole. This hostility is rein- 
forced by the resentments aroused by the failure of the group to 
be a good protection for the now dependent and frightened ego. 
The man then feels that not only did the army get him into this 
mess, over which he feels so guilty^ but it fails even to protect 
him adequately and is ready to abandon him to certain death 
without any qualms. His hostility is further reinforced by any 
feelings of imfaimess or neglect stimulated by inadequate leader- 
ship. Resentments of this type, however, are very difficult to 
express as long as the individual remains in the combat group. 
If they were directly expressed toward the group, they would 
result in a coxmterhostility, and the individual would find him- 
self completely isolated, perhaps punished, and certainly de- 
prived of what support and afiection he has been getting from 
the group. Fmrthermore, the hostility comes into conflict with 
that part of the superego which still remains identified with the 
group and wants to play the role of a good combat soldier. 
Depending upon the strength of the superego, then, a vau^ong 
portion of the hostility may become self-directed, restilting in 
depression. The superego condemns the individual for being so 
weak, so anxious, so far from the ideal of a combat soldier. Then, 
if the ego is very regressed and dependent, its anxiety is further 
increased. The individual feels that no one is on his side or will 
support him, whether the group leadership, his friends or his 
own pride. He is completely isolated, alone with his anxiety, 
his failure and his depression. An example of the way such a 
depression accumulates is foimd in case 16. 

The hostility may not be altogether turned against the ego 
in the form of depression. A large part of it may be expressed in 
the form of irritability and quarrelsomeness, so characteristic of 
the reactions to combat stress. The sudden fiiry over a trivial 
disagreement represents for the most part an outlet for resent- 
ments caused by fmstration of dependent needs. The regressed 
ego is actually furious because it does not receive enough support 
and protection. And the superego reacts because of the de- 
pendence, which is an insult to the masculine pride. As a result. 
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most of the arguments are over some real or fancied slur on a 
man’s aggressive ability whether in combat or in other group 
coihpetitive activities, or over some incident where the man 
feels he has been let down by a friend. The argument then is: 
“You’re no friend of nadne; you don’t stick by me; you don’t 
give me enough support.” 

A large part of the hostility, however, caimot be expressed 
at all, but must be contained or repressed. Some men repress 
their hostility from long habit and these are the ones who isolate 
themselves more and more from their friends in the group, lest 
their hostility escape the restraint, producing new troubles and 
fresh anxiety. The repression further increases the strain and 
tension of the ego, leading to the subjective sensation of an 
imminent explosion, or, as it is usually put to the Flight Surgeon, 
“If I have to take much more of this, I’m afraid I’ll blow my 
top.” There, in one concise statement, the individual’s anxiety 
(afraid) over his repressed hostility (blow my top) resulting from 
Ws firustrated dependence (can’t take it) is precisely expressed. 

The foregoing description of factors involved in the produc- 
tion of anxiety is purely schematic, indicating general trends 
rather than a standard process which affects everyone alike. 
The human personality is so dynamic and fluctuating that any 
attempt to isolate and describe the underlying mechanisms at a 
given moment necessarily produces artifacts comparable to a 
beautifully stained and fixed specimen of cellular pathology. 
When viewed through the microscope, the technicolored 
anatomical relationships are interesting and informative, but 
they actually bear, little resemblance to the hving process. 
Human reactions and behavior are so overdetermined that a 
bare description such as the above cannot even approximate the 
actual situation but cm only highlight some of the important 
features. For instance, it is impossible to show how the factors 
vary at different levels of consciousness, how the regression 
of the ego varies from moment to moment and day to day, 
in .mcordance with innumerable factors which' sppport it or 

. it to say that the regression is usually incomplete, afrd 

large part of the superego remains firmly identified with • 
matter how severe; the regression. This is the situa- 
theraem to struggle against their anxiety, 
once Sod tofiW some way of controlling it. Anxiety ' 
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is a painful emotion and a natural solution would be simply to 
withdraw from the situation which has produced it. Although 
this is the solution adopted by a few men, who have been de- 
scribed as showing “lack of moral fiber,” and in whom the 
anxiety produces no intrapsychic conflict (cf. case 7), in most, the 
persistence of identification with the group and of personal 
aggressive ideals in the superego compels them to remain in 
combat until they are honorably released. The ego must there- 
fore find some way of dealing with the anxiety. 

The dynamic struggles of the ego against its anxiety lead to 
many of the outstanding neurotic symptoms. The ego has only 
a few weapons at its disposal. The method of choice with Ameri- 
can troops in this war, at any rate, is simply to tolerate a large 
part of the emotion. This type of solution produces the clinical 
state known as firee floating anxiety. The ego makes every effort 
consciously to repress or control the anxiety. It thrusts thoughts 
of the dangers and of possible death firmly away. It does its best 
to inhibit the sympathetic signs of anxiety, the tremor and the 
sweating, and to remain, outwardly at least, as cool and calm 
as'possible, so that the job in combat can be carried out. Though 
it has recognized the relation of the anxiety to the dangers of 
combat and thus has good insight, it is determined not to let 
the anxiety interfere. That the insight can be so good is due to a 
cultural attitude manifested by the group as a whole, an attitude 
of tolerance toward expressions of anxiety. The men as a rule 
feel that they have not too much to lose if they admit their 
anxiety since it will be imderstood and accepted, as long as they 
continue to make a firm effort to control it. The teachings of 
psychiatrists and the enlightened attitude of the army leadership 
are responsible for permeation of this tolerance throughout the 
services. A few outstanding exceptions are seen among some 
commanding officers, who become enraged at any admissions 
of anxiety, mistaking them for signs of confirmed irrerolution and 
weakness. Although anxiety is a sign of weakness and r^ession, 
as we have indicated, the important point is ffiat it is only 
partial and is opposed by other forces in the personaUty, de- 
manding ' continued strength and mastery and capable of en- 
forcit^'these demands. The ego is actually in a stronger position 
it can fireely admit its anxiety and deal with it as a reality 
dian if h; isTorced to misrepresent the situation out of the need 
to it^df likepth^. A repressive and hostile attitude toward 
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free anxiety on the part of commanding officers does not cure 
anxiety, but only leads to less efficient techniques of dealing 
with it. 

Many, if not most, combat crewmen go through their coih- 
bat tours with varying amounts of free anxiety. It may be well 
that in soldiers of other nations the dynamic equilibrium is such 
that anxiety does not develop when the ego learns how depend- 
ent and unprotected it is in combat, but with American troops 
anxiety is the usual outcome. Nevertheless, in spite of the com- 
monness of anxiety, with its plain implication that our combat 
troops are not hardened warriors who are afraid of nothing, 
the anxiety seldom interferes with the efficient performance of 
combat duties. Usually it is fairly well controlled as long as the 
men stay in combat, where control is so important. It is only 
when the ego becomes seriously depleted and weakened from 
the many strains it must withstand, and from the effects of 
illness, fatigue and lack of sleep, that the anxiety escapes con- 
trol and becomes so severe that it interferes with efficient work. 
Becaxxse of the fine, technical nature of the work of air crews, 
they are removed from combat as soon as this happens, whereas 
ground force troops may be retained in battle in spite of equally 
severe anxiety. For this reason, one sees more seriously dis- 
integrated and regressed anxiety states among groimd force 
persormel, where, in addition, the stress accumulates at a faster 
rate and is often much more severe. Aerial combat attacks the 
ego with fine, c^eled blows, whUe infantry and severe autiUery 
batdes reduce it with the force of a sledge hammer. 

In no matter what arm or service, the combat men carry on, 
as a rule, and endure their anxiety until they are relieved from 
combat or until the ego is so stripped of resources that it cannot 
carry on any functions at all. Then there appears not only the 
emotional regression to the dependent and hdpless position of a 
child, but also a physiological regression. One by one vairious ego 
functions may disappear. Intelligent thought and action become 
impossible when the weakened ego can no longer appraise 
redity, and are replaced by panicky or bizarre behavior. In some, 
tire ^o cannot effect coordinated motor functions, which give 
way to sevare tremom and wobbly, staggering gaits and stutter- 
ing-.^peech. Sensory functions, such as sight and hearing, vanish 
when ffie ego can no longer tolerate the stimuli they subserve. 
The ego. may even lo^ its coimection with past and present 
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reality entirely (cf. case 11), relapsing into an amnesia or astupor- 
ous state. In the latter, intense quantities of anxiety acting upon 
the exhausted ego produce complete disintegration. As the 
ego’s functions fail and especially when its inhibitory power 
collapses, various released reactions on lower neurological levels 
appear. Infantile attitudes and postures are exhibited in com- 
bination with signs of uncontrolled activity of the old (extra- 
pyramidal) motor system, such as a continuous coarse tremor, 
muscular rigidity and a masked facies. 

This process represents a progressive weakening cf the ego 
in its relationship with the sources of anxiety and the me chanisms 
of its control. In this process, which begins with a small and 
partial regression and weakening of the ego, the final stages are 
an almost complete elimination of normal ego mechanisms. 
Only the now ungovernable anxiety and various released primi- 
tive psychological mechsinisms are evidenced. In some individ- 
uals, however, the ego utilizes a secondary defense against 
einxiety, which frequently prevents such a severe shattering of 
all its resources. The defensive maneuver immobilizes, limits 
or binds the anxiety, which is then replaced by a neurotic 
symptom. Although the symptom itself then represents a sacri- 
fice of p 2 irt of the ego’s function, it is a relatively small part and 
permits the remainder of the ego to function in a stable and 
efiicient manner. This is the meaning of the phobic and conver- 
sion symptoms. 

By concentrating the anxiety it feels on account of its gener- 
ally insecure eind dependent position, and limiting it to one or 
two specific aspects of the combat situation, the ego manages 
to relieve itself of strong anxiety in relation to other aspects of the 
situation. Thus a phobia, while substituting for a much wider 
range of anxiety, allows the ego to function efficiently except 
when in contact with the specific phobic situation. The phobic 
situation is always the one in which the ego feels most help- 
less, whether the threat is intamal, as with the long-standing 
repressed hostility underlying the phobia of death in case 5, or 
external, as with the recent tramnatic experience in case 13. 
Whatever its origin, if the phobic defense can be gratified so that 
the individual is not exposed to the phobic situation, the ego is 
capable of carrying on and has thus achieved a compromise 
which often has considerable practical merit. The defense, how- 
evef, is not too stablcj inasmuch as many of the phobias in com- 
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bat cannot be defended against without removal of the individual 
from the entire combat situation. Furthermore, shoiold the ego 
become weaker owing to other causes, such as fatigue or new 
trauma, the whole phobic defense may break down, with the 
appearance of generalized free anxiety. For this reason, any 
practical decisions as to disposition on the basis of a phobic 
defense against anxiety must only be made after carefhl con- 
sideration of all the factors involved in the symptom. Case 12 
is an example of a phobia which protected without subsequent 
further breakdown, but there are many similar cases which do 
not have such a successful outcome. 

In the phobia, the ego applies a specific meaning to a portion 
of the environment which is interpreted as being highly danger- 
ous, and in relation to which the ego regards itself as extremely 
weak. The anxiety resulting from this weakness is openly ad- 
mitted, and is frequently accepted by the superego as a reason- 
able justification for avoiding or withdrawing fix>m that part of 
the anxiety-laden combat situation. If it is not accepted by the 
superego, or if it is not accepted by external authorities, such 
as the group leaders or the Flight Surgeon, and withdrawal is 
not permittedi the phobic defense has no value and the individ- 
ual exhibits continual anxiety. At any rate, the intent of the 
symptom is to placate the authority, whether external or internal, 
demanding continual exposure to the whole anxiety situation, 
with the formula: “I can’t stand this part of the situation (this 
type of planp, these bombs) because I’m too weak, but I can 
toletate some other part of it (I hope), if you give me the chance.” 
This compromise is meant to impress the authority with the 
ego’s good intentions, and thus to preserve Ihe affective relation- 
ship with the group and with the superego while sparing the 
ego the intense anxiety. In the formation of a conversion symp- 
tom, the same intention is accomplished in a different manner. 
The ego, in this case, ’explains its weakness on the basis of a 
physical defect and thus does not have to admit its anxiety. 
The advantage obteined by this maneuver is just as obvious as 
in the c^ of a phobia, if not as frank. The physical defect, the 
; Mhadness, the deafness, the deficient depth perception, the f^un 
’’#1 #!e',ear,i wU operate by removing the individual firoih the 
a^ety situation. 

to is not a conscious or deliberate deGe|>ffdB. 
The.f -ffetEied ’ i&ysical symptom always based ditte:^ ' h& 
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antecedent real defect resulting from illness or injury, or on a 
functional symptom resulting from anxiety. The functional 
difficulties with depth perception in ffiers, for instance, are due 
entirely to intense anxiety, which interferes with accurate inter- 
pretation of visual stumdi. The pilot who has seen his buddy 
killed in a midair collision, resulting from too close formation 
flying, becomes extremely anxious when he finds himself in 
too tight a formation. At the same time he notices that he cannot 
distinguish very well the distance between his wing tip and that 
of the next plane. He then attributes his anxiety to the visual 
difficulty. When he is tested by his Flight Surgeon, the difficulty 
in depth perception persists, although the anxiety is no longer 
obvious. Most conversion symptoms among combat personnel 
are similarly obvious combinations of anxiety and a physical 
defect, in which the ego puts the cart before the horse. The 
physical symptom binds the anxiety and the super^o is ap- 
peased. For this reason, if the physical symptom is removed by 
persuasion, threats or psychotherapy, the anxiety which it 
covers is released. This type of defense is usually adopted by 
specially predisposed, immature and unrealistic individuals 
whose superegos appear to be easily fooled. Because they have 
such a strong need to act the part of efficient combat men, they 
cannot afibrd insight. Case 3 is an example of such a reaction, in 
which it was not hard for a weak and regressed ego to convince 
the superego that it would be strong as a lion if it were not for 
the physical defect. In this connection, the problem of insight 
posed by this case is interesting because the psychological blind- 
ness which allowed this individual to explain his difficulti^ as 
being due to “nerves,” meaning an organic nervoxis ailment, is 
more common in civilian neuroses than in the reactions to war. 
Mcwt'combat soldiers, as we have stated, have a fairly good 
insight into the connection, betw;een their somatic symptoms 
and the anxiety situation which produces them. A few, however, 
have no insight into the emotional origin of their tremor, rest- 
lessness, irritability and the associated subjective feelings, but 
regard them as signs of an organic disease process. Thus even 
anxiety itself, if ifr emotional meaning is not understood, can 
function gs a conversion sympton^ paresentix^ the same dynamic 
problem ia.:regard tp treatme?^:i,',, i , - . 

, - The 

seen in 
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conversion symptoms is evident in the psychosomatic states, 
where the individual attributes his anxiety to his symptoms, 
rather than vice versa, and worries because he is “sick.” The 
difference lies in the fact that the involved structures tire inner- 
vated by the autonomic nervous system. The emotional origin 
of most of the symptoms lies in anxiety. This is true of the sweat- 
ing, the nocturia and frequency, the dry mouth and dilated 
pupils, the rapid pulse and pounding of the heart, the diarrhea 
and the sudden failure of sphincter control. Some of the symp- 
toms, however, are due to repressed hostility. These include 
headaches, hypertension, vomiting and abdominal cramps and 
diarrhea in some instances. It must be emphasized that anxiety 
and hostility have a common, imdifferentiated origin and there- 
fore affect some orgtuis in the same way. The gastric disturbances 
and dyspepsia, on the other hand, being a perversion of the 
normal responses to htmger, appear to represent a somatic 
expression of a hunger for more love and care than the combat 
situation can supply. It is interesting that this symptom is so 
frequently accompanied by an inordinate craving for milk, a 
food that is difficult to obtain overseas. Although drinking milk 
is a cultural trait of most Americans, it is sv^gestive that the 
particular food so intensely desired is that associated with the 
earliest signs of maternal affection and care. 

Psychosomatic symptoms, the dynamics of which are dis- 
cussed in chapter 11, like the conversion symptoms, substitute 
for conscious anxiety, deceive the superego and at the same time 
accomplish a withdrawal from the anxiety situation, since, if the 
symptoms are severe enough, the individual cannot carry on his 
duties. Frequently withdrawal do« not take place, either 
because the superego continues to demand more or because the 
external authorities will not allow it. In that case the anxiety 
then spills over as free anxiety. It can thus be seen that none of 
these defenses against free anxiety are permanently effective. 
They are simply maneuvers which may stem the tide for a time, 
?fter which the ego is once again faced with the problem of 
severe sinxiety and its intensely crippling regresave effects. 

Thus the central problem in the neurotic reactions to combat 
m nain s that of anxiety and its relation to a regression of ffxe ego 
functions. We have already outlined what appesir to us to be the 
chief psychological factors inviffved in the regression and the 
concomitant appearandei ofianxiety. But in dealing with these 
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processes, a description in terms of the psychological apparatus 
is only a one-sided approach to a problem that is also definable 
in physiologicjil terms. The physiological processes underlying 
the ego regression and the production of anxiety are the same 
phenomena as the psychological processes, approached from a 
different firame of reference. Although we may perhaps look 
forward to a happier time, when the distinction will be simply 
one of words, at the present time the distinction is based on a 
different technique of investigation and therefore must be 
adhered to. Nevertheless, the semantic distinction is already 
outworn and this is nowhere more apparent than in the fore- 
going descriptions of the neurotic reactions to combat, some of 
which are stated in psychological terms, others only in somatic 
Izinguage. 

To recapitulate the problem in psychological terms, the ego 
experiences anxiety in rdation to the loss of a loved object when 
it appears that it cannot defend itself successfully against such 
a loss. In combat, the object which is chiefly threatened is the 
life and existence of the individual. Although, as we have shown, 
there are other sources of anxiety, this is probably the most 
acute. The reaction to the stimuli of combat depends upon the 
meaning given to these stimuli in terms of recognizing them as a 
threat and of feeling confident of the ability to neutralize the 
threat. Both of these are matters of interpretation based on past 
experience, and, when this has been a bad experience in wMch 
the ego has found itself dependent and defenseless, anxiety is 
liberated. Neurotic anxiety is therefore a last-ditch emergency 
mechanism biologically oriented toward a flight firom the 
threatenir^ situation. However, other forces, located in the 
superego or in the external environment, demand a continued 
attempt to master the threat, and at their behest the ego at- 
tempts to inhibit or control the anxiety. The ego may be able 
successfully to accomplish this until it is further weakened by 
firesh traumatic experiences plus the continual strain of repres- 
sion, fatigue, physical illness and denial of basic emotional and 
physical needs. Then, as the ego loses its inhibitory power, 
anxiety dominates more and more, beco min g an ungovernable 
force which swamps the ego and disiategrates its function. 

Thus anxiety passes through the stage where it is a relatively 
appropriate biological response, serving to alert the orga n ism 
and prepare it for ^ht, to a pathological phase, where it is no 



142 


THE REACTIONS TO COMBAT 


longer appropriate or is actually self-destructive. After a removal 
from the precipitating environmental stimuli, the ego may 
recover sufficient strength to enable it again to inhibit the 
anxiety and gradually recover its functions. If it has been 
severely disintegrated, it may continue to be bombarded by 
anxiety and may fail to recognize the difference between the 
stimuli of the new environment and those of combat. The 
degree of recovery depends upon a change in the reciprocal 
relations between the intensity of the anxiety and the strength 
of the ego. The more tmconscious and automatic the reaction 
of the ego is, the greater will be its difficulty in recognizing its 
renewed strength and testing its capacity against the new situa- 
tion. Treatment, therefore, involves introducing' the whole 
anxiety situation into consciousness and encouraging and sup- 
porting the ego in its attempts to make this test. 

To understand these psychological processes in neurophysio- 
logical terms, it is necessary to understand the relationships 
between the higher cortical centers (the cerebral cortex) and the 
lower centers which integrate, regulate and reinforce the motor 
viscered expressions of emotion (the diencephalon). This is a 
complex phasic relationship. The latter is a central regulating 
apparatus, which effects the coordination of many responses 
within the sympathetic nervous system and the endocrine glands 
that characterizes emotional expression. It receives its afferent 
stimulation from the thalamus, which is the central collecting 
nucleus for external and internal sensations, and from the cere- 
bral cortex, directly or indirectly. Crude sensory stimuli, such 
as pain, sudden loud noises or sudden loss of a stable support, 
stimulate automatic reflexes, resulting in an alerting or startle 
response, which is effected vdthout the intervention of the cerebral 
cortex. The reaction, therefore, is not dependent upon an inter- 
pretation of the meaning of the stimuli, but is purely reflex. 
It then may reverberate to the CCTebral cortex, causing secondary 
fedin^ of anxiety. In this way, the lower centers stimulate the 
<x>rtex tiirough its afiferent innervation. 

Another main source of stimulation of the effector portion 
pf the diencejdialon is through its connections with the cerebral 
cort^ Such stilnulatKm Coiisists of requests for alertness or 
pi*^^sfetioqs for flight of the orgaiiism, dependent upon cortical 
the dSQEigs^tES meaning of ' enviromnental or 
ffie ^ is especi^ty ititer- 
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prctive since it anticipates an external danger subsequent to a 
possible act of its own, a sequence which it has learned to expect 
on the basis of its past and especially its childhood experiences. 

Thus the reciprocal relationship between the cortex and the 
diencephalon for emotional expression can be well seen. Each 
can stimulate the other. The stimulation of the cortex by the 
lower centers, however, could be carried to excess, if it were not 
for a powerful inhibitory control by the cortex. The driving 
power of the lower centers on the cortex has been demonstrated 
by the evidence of electroencephalography (recording of brain- 
waves), Emd by the same technique the tremendous power of the 
cortex to stimulate them has been shown. What happens when 
this inhibition is removed is illustrated by the automatic and 
excessive “sham rage” reaction to any stimulus, seen in an 
experimental animal when the cortex has been surgically re- 
moved. Through its inhibitory innervation, the cortec is able 
to damp down excitations in the diencephalon and thus can 
control the intensity of the alerting or anxiety response. This 
explains the peculiar double role of the ego, which is able 
through the stimulating cortical innervation to excite apprehen- 
sion and through inhibitory iimervation to control anxiety. 

Viewed in the light of this phasic relationship between cere- 
bral cortex and diencephalon, the intensity of an anxiety re- 
sponse at any given moment depends upon which phase is 
domineint. Intense or pathologicad anxiety could be due to (a) 
an intense reflex stimulation through the thalamic sensory path- 
ways because of pain, lo^ of stable support or the sudden 
impact of many stimuli associated with a physical trauma; (b) 
excessive stimulation of the lower effector centers by the cortex 
when the latter anticipates or is in contact with environmental 
or intrapsychic stimidi which are given a highly dangerous 
interpretation; (c) loss erf the inhibitory control ova: the effector 
structures by the cortex when Ihe latter becomes wgaJeened 
by fatigue, disease or concomitant bombardment from the 
diencephalon. As the inhibitory cbntrol is lost, the diencephalon 
may beonne continuously active, producing a constant neural 
exdtation manifested as constairt severe anxiety. As the cortex 
loses its inhibitory control under the intense stimulation, it 
may lose many -other inhibitory and modifying activities, mani- 
fested in die release of lowerdevel neurological mec han is m s as 
well as in feihffe «rf learned functions. 
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It is now- necessary to relate these neurological mechanisms 
to the psychological mechanisms previously described. Psycho- 
logically we say that anxiety is experienced when the ego learns 
how helpless it is in relation to an interpreted threat, and that 
this is a learned reaction based on past and present experience. 
NeurologicaUy, we say that the original or primary anxiety 
experience is the result of a reflex through the sensory thalamic 
pathways, and that the cerebral cortex is not involved in this 
reflex, only becoming secondarily aware of the reaction. Such 
lower level responses are seen not only in decorticated experi- 
mental a nimals but in infants, who react to most environ- 
mental or internal stimuli with an undhferentiated alerting, 
anxiety or rage response. As the cortex becomes better developed 
with the process of growth and maturing, it establishes increasing 
inhibition over these indiscriminate responses. At first only sec- 
ondarily aware of the reflex response to the stimuli, it attempts 
on succeeding repetitions of such stimuli to modify the response, 
segregating those stimuli which are truly dangerous firom those 
which can be dealt with, and learning by trial and error how to 
deal with the former. Thus the maturation of the cortex is 
associated with an increasingly selective treatment of incoming 
stimuli, these being more and more long-circuited through the 
cortex, which continuously inhibits the primary reflex responses 
to them. For those stimuli which on the basis of experience to 
date are still regarded as dangerous the inhibition is called off, 
and the effector responses are stimulated. No matter how 
mature and firmly in control the cortex may be, certain sudden 
and sharp stimuli may still evoke purely diencephalic reflexes. 
This is especially true if their effects are accomplished quickly 
enough, before the cortex can be alerted and can take effective 
action. This is often what happens in the case of the traumatic 
stimuli of combat, the sudden explosions, the fall from a burning 
plane, the unexpected struggle in icy water after a ditching. In 
these cases, since the reflex response does not reach the cortex, 
except later and secondarily, one may say that the ego, psy- 
cltologically, was in the most helpless situation of all, being 
ccxnpletely ineffective in relation to the response. Psychologically 
the ego, and neurologically the cortex, are regressed by the 
circumstamce to the initial situation in infancy before the cortex 
began ..to e^blish: its txmtrol. When the cortex secondarily 
receives the excitoticms the diencephalon and the external 
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sensory pathways, a cortical reflex is formed, so that on a repeti- 
tion of &e traumatic stimuli, even though now mild, the cortex 
immediately stimulates the diencephalon to evoke the biological 
alerting mechanism. Or to phrase it psychologically, when the 
ego becomes aware of the initial shock of anxiety, and of its 
relative or absolute helplessness, it reacts to the possibility of a 
new exposure to the traumatic situation in the future with 
anxiety. This is what is meant by the power of the ego to evoke 
apprehension through interpretations of stimuli based on past 
experience. 

However, this cortical reflex may be modified by the cortical 
inhibitory influences on the diencephalon, so that, although the 
repeated stimuli set up reflexes which would activate the 
diencephalon, the response of that apparatus is limited. This is 
equivalent to the ego control over anxiety. If the stimuli are 
continuously operative but the inhibition is maintained by the 
cortex and firesh. diencephalic reflexes do not occur because the 
cortex can now initiate appropriate activity, the original cortical 
reflex may disappear altogether. This would be equivalent to a 
mastery of the traumatic situation by the strengthened ego with 
the disappearance of the anxiety response, a newly learned 
reaction. The cortical reflex, however, may be reinforced if the 
continual exposure to the stimuli evokes firesh diencephalic 
reflexes, corresponding to the increase in anxiety when the ego 
is repeatedly exposed to the traumatic situation without being 
able to take effective action. Similarly the cortical reflex will be 
facilitated if the inhibitory pathways from cortex to diencephalon 
are weakened by exhaustion of the cortical centers through 
fatigue or iUness or simply through continued neural activity. 
This corresponds to the manner in which fatigue, illness and the 
strain of continued repression weaken the ego. On the other 
hand, the fatigue of the cortical centers may not affect the 
inhibitory pathways as much as the diencephalic stimulating 
pathways. This would account for those cases where the indi- 
vidual, after long exposure to combat, fail to develop anxiety 
reactions in any circumstances, no matter how potentially 
traumatic, and because of lack of the capacity to remain alert 
are usually killed by enemy activity or their own mistakes. In 
tbe usual instance, the cortical inhibitory centers fail first, so 
that the cortex is flooded with excitation from the diencephalon. 
This further weakens the already fatigued cortical structures. 
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which eventually can no longer conduct appropriate dis- 
criminatory and inhibitory activities in any direction. Psy- 
chologically this is equivalent to the severe disintegration of the 
ego under the pressure of fatigue and iutense anxiety, in which 
all incoming stimuli evoke an undifferentiated anxiety accom- 
panied by bizarre behavior, infantile attitudes and old motor 
system activities. 

Thus we can see lhat the regressive failures of adaptation 
underlying the signs and symptoms of neurotic combat reactions 
can be explained in terms of ego dynamics or in terms of cortico- 
dienceph^ic interrelations. It is the same psychological process, 
however, no matter what set of terms is used. The descriptions 
have relevancy only in so far as they increase our knowledge of 
what is happening to the individual. For such a knowledge there 
is a crying need, if we are to know how to treat therapeutically 
the difficulties of the men who are in combat or who have re- 
turned from it. 



CHAPTER 7 


Treatment and Results 


The treatment of neurotic combat reactions in the theater of 
>perations is conducted in two phases. The first phaise operates 
it the level of the combat group and is concerned with preven- 
ion and early treament. The second phase occmrs when these 
nitial .eflforts have failed to prevent the formation of disabling 
leurotic symptoms, necessitating the removal of the individual 
rom his combat organization for definitive psychiatric care and 
iisposition. Prophylaxis and early treatment are of necessity 
n the hands of the tacticsil medical oflScers; in the Air Forces 
he responsibility is assumed by the unit Flight Surgeons, and in 
he Ground Forces, largely by the Battalion Surgeons and the 
Divisional Psychiatrists. The more specialized psychiatric treat- 
nent given after the combat soldier has been removed fi:x>m his 
mit is conducted by the. psychiatric consultants assigned to the 
leadquarters of the particular Air Force concerned and by 
)sychiatrists in the ground force gene^ and station hospitals. 
5ince this study concerns principally the effects of combat on 
dr crews, the following discussion of therapeutic methods will be 
jonfined to those pihctieed by the Ail' Forces. . Although the 
letaHs of the organization of psychiatiie thaapy in the Grormd 
^on^ differ somewhat, the gaier^ prifeciples ranain the same. 

The Flight Sm^eoh assigned tP ^ tactical combat groups is 
oughly comparable to the family physician in civilia n medical 
>ractice. He is responable for the general health of the combat 
)ersormel. In the pursuit of his objective, to m a i n ta i n the men 
a as fit a condition for .combat flying as passible, he functions 
is a public health officer, concOTied with ffie socM problems of 
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hygime, sanitation and morzile, and also as a personal physician 
concerned with the individual raental and physical ailments of 
his men. Like the general practitioner, he is called upon to 
diagnose and treat a great variety of illnesses and to apply with 
reasonable competency a wide range of therapeutic techniques, 
medical, surgical and psychological. Superimposed on this 
broad range of interests, he has a special field of interest, that 
of aviation medicine, which is concerned with the characteristic 
effects of high altitude flying, under conditions of low oxygen 
tension, low atmospheric pressure and rapid changes of velocity. 
Since these environmental stresses exert their effects primarily 
upon the ear, nose and throat, the cardiovascular system and the 
hervous and mental apparatus, the Flight Surgeon is by Way 
of being a minor specialist in these fields. Nevertheless, like the 
family physician, if the resulting symptoms become very dis- 
abling or of grave import after attempts at therapy, he refers his 
patient to specialists for consultation and treatment. It must be 
emphasized that this has less to do with the personal tastes or 
skills of the individual Flight Surgeon than with exigencies of 
the military medical setup. 

In this role of family doctor to the combat personnel in his 
organization, one of the Flight Surgeon’s chief responsibilities 
is the mental and emotional health of his men. He holds the first 
line of defense against the stresses of combat. From a practical 
point of view, because of the numbers of men he is in contact 
with and the immediacy of his care, his work is of much greater 
potential importance and effectiveness than that of the special- 
ists in the rear. For this reason, it is imperative that he have a 
good working knowledge of the principles of psychiatry and 
psychotherapy, a training that he should be able to use with as 
much confidence as he places in his surgical and medical tech- 
nique. In simple language, this means that he must understand 
the patient as a human being, understand his needs, his conflicts 
and his defeiises, and know how to help him solve his problems. 
In this connection, the Flight Surgeon is again in the same 
position as the family physician who, from time out of memory, 
has recognized the relation between the stress of circumstances 
and the patient’s health, and whose ability to handle successfully 
the emotional and personality fr.ctors in illness is called the art 
of medicine. Fortunately, in our time, it is possible to substitute 
for the intuitive and trial-and-error source of knowledge implicit 
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in the concept of an art of medicine a systematic body of know- 
ledge which should render this important therapeutic aid more a 
matter of training than an accident of personality. 

In one important respect, however, the Flight Surgeon can- 
not be so easily compared with the physician in civilian life. 
In addition to his interest in protecting and helping the individual 
in relation to the effects of combat stress, the Flight Surgeon as 
an army officer is dedicated to the success of the militaiy miss ion,' 
Because of this responsibility, he must require his patients to 
continue to expose themselves to a stress which he knows is 
responsible for their symptoms. In this fashion his therapeutic 
interest may come into conflict with his militar y obligations. 
At times the military situation plus a shortage of replacement 
crews and reserves may enforce the use of all combat persoimel, 
no matter how tired or emotionally disturbed. This conflict, 
however, is only a reflection of the primary conflict of all his 
men, and its solution is the same. The Flight Surgeon must find 
ways of raising the tolerance of the men for the stress. Only 
when he has been unable to accomplish this and the symptoms 
have become crippling, does his medical obligation require him 
to remove the affected individuail from the stress. 

The problem of maintaining the individual tolerance for 
combat flying stress resolves itself into the control of these fac- 
tors which axe important in the precipitation and management 
of anxiety, outlined in the previous chapter. Naturally, not 
all these factors are susceptible of control. The Flight Surgeon 
can do nothing about the intensity of enemy activity, but he can 
bring his influence to bear in other ways. Specifically he can 
modify group attitudes and deficiencies through his special 
relationship with the group leaders, and he can strengthen the 
ego of the individual through his personal contact with the men. 

In the miniature authoritarian social and political organiza- 
tion represented by the combat group, the Flight Surgeon is 
not only the disinterested family physician. He is also the public 
health official, and, as such, is vitaEy concerned with all matters 
of group policy and practice which have an effect on the morale 
of the men for whose emotional and mental health he is re- 
sponsible. In this matter he must also be his own lobbyist, since, 
as in any political-social state, his function is advisory rather than 
legislative. According to army rules and regulations, the Flight 
Surgeon has no direct authority either in medical or related 
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policies affecting the health of the individual, or in the disposi- 
tion of an individual case. He may only make recommendations 
to the commanding oflScer, who may or may not follow such 
recommendations. The extent of his influence therefore depends 
upon the extent to which he can obtain the confidence of his com- 
manding officer. This requires tact, skill in human relationships 
and a demonstration of a sincere and balanced interest both in the 
accomplishment of the military mission and in the health of the 
individual. Especially important is the last-mentioned, since, 
if he thinks only of the military mission and adopts an unsym- 
pathetic attitude toward the problems of the individual, he 
soon loses the confidence of the men. They quickly sense that 
they are regarded as expendable robots, who can expect no help 
firom the Flight Surgeon. Although he may stand in well with 
certain elements in the command leadership, such a super- 
rugged Flight Surgeon arouses strong resentments among 
the men and eventually becomes ineffective. On the other hand, 
if he sees nothing but the problems of the individual, and con- 
tinually presses protests and demands upon the group leaders 
designed to decrease the stress on the men at the cost of military 
success, he will alienate the trust of the leaders, and as a result 
will have no influence with them. The middle line between these 
two extremes is sometimes difficult to determine and wiU be 
defined differently by various peiBonalities. Inasmuch as it is to 
everyone’s interest to establish a reasonable policy concerning 
the health and morale of the combat persoimel, if the Flight 
Surgeon exhibits moderately good judgment, persistence and 
sincerity, he wiU usually obtain the cooperation of group leaders 
and men. 

Once the Flight Surgeon h^ established a good working 
rdationsbip with both the group leaders and the combat men, 
he is in a position to function with considerable effectiveness in 
matters of general health and morale. Since he has the con- 
fidence of the men, he wiU know of their resentments and 
annoyances over real or fancied injustices in the outfit. Although 
many of these matters may not be in his province, they are: 
r^jeatedly brought to his attention, and, since they have an 
imporl^t bearing on the motivation of the men for combat and 
Gto their capacity to adjust to combat stress, he should be able to 
discuss jd^m dispaasioiiatdy with the group leaders in the effijrt 
tn.'ndaqhra £dr solutipm.,-St:^ resentments decrease the iadir 
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vidual’s identification with the combat group, resulting in a 
withdrawal of love and facilitating the development of anxiety. 
They must therefore be ironed out so far as possible. 

Tlie most provocative problem in this realm, and one that is 
never completely solved because of its very nature, is the ques- 
tion of the amoimt of combat stress which should be endured by 
the average individual in the group before being relieved. This 
problem is so complex and has so many unpredictable angles 
that no hard and fast policy or regulation can ever be set to 
cover it. At any time a change in the activity of the enemy may 
require more or less combat activity from each individual. 
Changes in the strategic plans of oiur military leaders, or the 
nonarrival or too abundant arrival of replacements, may throw 
out all previous calculations of what will be required from the 
individual soldier. On the other hand, exhaustion of the per- 
sonnel, ill health, bad leadership or overwhelming enemy activ- 
ity may materially cut down the amoimt of further stress each 
individual can absorb. In general, it is found that the men can 
withstand more stress than they think they can. Under inspired 
leadership or through sheer necessity they are able to fortify 
their ego defenses against anxiety and fatigue, and by tapping 
their ultimate reserves hold theinselves intact for imbelievable 
lengths of time. They will continue mechanically long after their 
conscious motivation for combat has been destroyed, carrying 
on as long as friends remain by their side because tiiey are 
required to, for there is no way out, and because they have be- 
come habituated to the control and repression of anxiety. It is 
in some of these old combat soldiers tha*t the anxiety-alerting 
mechanism becomes exhausted ahead of the anxiety-control 
mechanism, resulting in the schizoid, detached and tactically 
inefficient ignorii^ of dangers, which usually leads to their death 
in action. In most, the anxiety-control mechanism eventually 
breaks down, resulting in a stable soldier being overwhelmed 
ytith anxiety and ending up as a psychiatric casualty. Thus, 
although it is true that combat troops can always stand a little 
more stress^ the question arkes whether it is wise to require 
them to do so, from the standpoint of their present military 
rfSciency car of the effect of the psychological injury on their 
future liyeSi , 

' The 'Ultimate solution <ff this ever presort and constantly 
vojcai^^ pirobioia is in the hands of the Cio mmand , not of the 
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medical oflScers, and the doctors are sometimes criticized for 
concerning themselves too much with the future of the individual. 
It is true that the medical officer is on more solid groimd when 
he makes his recommendations purely on the basis of the imme- 
diate fitness for combat, and on this basis the men can usually 
be brought to tolerate a little more stress. The tactical com- 
mander is concerned with the carrying out of his mission, and 
the possibility of a severe psychological injury being inflicted in 
the process concerns him no more than the possibility of a severe 
physical injury. He accepts it as inevitable that war is destruc- 
tive of men and material, and, assuming that there is a general 
agreement in regard to the expendabUity of personnel, expects 
his Flight Surgeon to “keep ’em flying,” regardless of future 
consequences. This accordingly becomes the primary aim of the 
Flight Surgeon. It is tempered, however, by long-standing con- 
cern for the individual and his problems and by a knowledge 
of the tremendous economic and social waste and personal 
misery incident to psychological iUness. Then, if there is a good 
relationship between the tactical command and the Flight Sur- 
geon,- the latter’s judgment will be given due consideration in 
the formation of policies related to the rotation and relief of 
flying personnel from the stress of combat. 

In the formation of any such policy, the chief consideration 
is that it should be applied with uniformity to all combat flying 
personnel. Since they are making so great a sacrifice, combat 
troops are extremely sensitive to discrepancies in the amount of 
stress they me required to withstand in comparison with others. 
Though it is obviously difficult to compare one type of stress with 
another, and such comparisons, when applied between one 
branch of the service and another, frequentiy reach a point of 
absurdity, nevertheless gross and clearly obvious discrepancies 
produce a strong resentment, which is destructive of good morale. 

In this and many other matters, large and small, the Flight 
Surgeon can exert a beneficial influence on group morale 
through his contact with the men and his recommendations to 
the group leaders. As we have stated before, many of the com- 
manding officers of the squadrons in the Air Forces are very 
young, inexperienced in the handling and administration of a 
group of men, and interested primarily in flying and tactical 
problems. Impressed by the authority of his age, tr aining and 
parofessioxi^ some of them lean heavily on the Flight Surgeon for 
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guidance or give him a free hand in many matters. If this is the 
case, the Flight Surgeon must be carefiol not to abuse his author- 
ity, remembering that final responsibility always rests with the 
commanding officer. Others, possessing a large amount of self 
reliance, may completely disregard the Flight Smrgeon and 
spurn his recommendations as unwarranted interference. In 
this event, the Flight Surgeon is called upon to exercise aU his 
•talents as a salesman. 

It is in his role as a personal physician in intimate contact 
with combat crew men that the Flight Surgeon can perform his 
best work. His aim is to help the men control the anxiety result- 
ing firom combat stress, and this prophylactic and therapeutic 
goal meets the needs of both the individual and the group. In 
order to f ulfill this aim, the Flight Surgeon must have, in addi- 
tion to an adequate understanding of psychiatric principles, a 
thorough understanding of himself — of his own weaknesses and 
capacities — ^and a complete familiarity -with his men. Neither 
of these prerequisites is passively achieved but each must be pur- 
sued ■with vigor. No matter how sincere his devotion to the 
military mission, and no matter how strong his therapeutic 
intent, the Flight Surgeon who lacks adequate insight into his 
own anxieties and methods of dealing with them will go astray 
in trying to help others. He may fail completely to understand 
the whole problem of anxiety and lose interest in helping the 
individual, developing intolerance and annoyance toward the 
men’s symptoms, or he may overidentify himself with the men, 
becoming too sympathetic, too much the advocate in the cause 
of their suffering. Innumerable variations of these two extremes 
may occur as a result of lack of insight, all of them missing the 
therapeutic happy medium of a tolerant and permissive attitude 
toward anxiety combined •with an insistence upon control. On 
the other hand,, the medical officer who can franHy face his 
own anxiety of whatever origin, clearly evaluate it and take 
effective steps to control it, is in the most effective position to 
control in others without beconiing irritated at the 
necessity of making such a dernMid. 

Self knowledge, however, is no more important th^ a know- 
ledge of the men whom he is diarged with maintaining in psy- 
chological health. Many. Flight Sm^eons a^ume that such a 
knowledge can be gained simply through social intercotirse ■with 
the men. Since fihe Flight Surgeon lives in such dose contact with 
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the -men, and, if he is alert, mingles with them on all possible 
occasions, it is true that much can be learned in this fashion, 
particularly if he is an acute and intuitive observer. It should be 
remembered, however, that in the completely uncontrolled 
social environment an individual’s real attitudes are apt to be 
concealed. Furthermore, on such occasions the Flight Surgeon 
himself is usually too emotionally involved in the social situation 
to be capable of objective evaluations. The diagnostic mirror in 
which are reflected the transference attitudes and ego capacities 
of the individual is steamed up and gives distorted images in 
this situation. It can only be clear and bright in the controlled 
atmosphere of a personal interview and from this point of view 
an initial interview soon after the individual enters the group 
is of the greatest value. The Flight Smgeon is then at the 
greatest advantage, since his personality is unknown to the new- 
comer and any attitudes tlxat are displayed will be purely 
transference reactions. Thus, if he is skillful, the Flight Surgeon 
at such an initial interview will be able to obtain a clear picture 
of the new man’s personality and be able to form an estimate 
of assets emd make a prediction of his expected combat career. 
Details of the individual’s past history should be elicited not by 
a formal question and answer technique, but in a leisurely “bull 
session,” which, though directed into certain channels by the 
interviewer, does not put the individual “on the spot” nor give 
hkn the impression t^t he is required to exhibit any definite 
attitudes. In this fashion the Flight Surgeon should be able to 
form an opinion in regard to the man’s motivation for combat, 
his capacity to identify himself with the group, the degree and 
kind of insecurity which he has been able to tolerate in the past 
without anxiety, and the methods by which he deals with anxiety 
and other unpleasant emotions or situations. It is a good idea for 
the Flight Surgeon to record his conclusions and the prediction 
of the expected combat reactions based upon them m each easel 
In many instances his preliminary conclusions will be shown by 
later developments to wrong. Whether he has imderestimated 
or overestimated the individual, he .will be able in any event to 
profit fixjm his mistakes. His own insight, knowledge and 
s^ will be thereby increased. In the performance of his duties 
firomflhis ^int on, the Flight Surgeon should not wait, if possible, 
for the individual to come to him complaining of certain' symp- 
toiiB, btit ^should folbw' each, .man, enterinff in hi« -i-u.. 
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pertinent facts in regard to Ms combat reactions, his accomplish- 
ments, promotions, citations and exploits, eind all positive events 
tending to build up his self confidence and increase his ego span. 
Similarly he shoiild make a note of negative events, such as crash 
landings, bail-outs, loss of combat crewmates and injuries and 
illnesses, wMch tend to weaken the ego and promote anxiety. 
He shoMd then record the individual’s reaction to these events, 
based upon his own observations and the comments of firiends 
and colleagues. Whenever such observations show that the 
individual is losing ground in his control of reactions to combat, 
an interview is indicated to see what should be done. In some 
instances, the Flight Surgeon may fed, on the basis of the man’s 
method of dealing with anxiety, that he is better off left alone. 
In most cases, however, it is welt to undertake some direct inter- 
vention in advance of the individual’s seeking a consultation with 
the doctor on his own initiative. Pride and fear may prevent the 
individual from seeking such hdp until the optimum time has 
passed. 

This raises the pertinent question in regard to what the 
Flight Sinrgeon can do in the way of direct prophylaxis and 
therapy. Two points of attack are available to him. He can to 
some extent manipulate the flier’s environment, easing the 
pressure on him when this is indicated; and he can increase the 
eflSciency with wMch the individual handles his einxieties. Both 
of these points merit daboration. 

As we have pointed out in previous chapters, physical and 
emotional fatigue and physical iUness exert a real strain upon the 
ego, reducing its capadty to cope with the threatening aspects 
of the combat situation and its power to control or suppress 
the resulting anxiety. Before fatigue has accumulated to the 
point where- a serious weakening of the ego ensues, it can often 
be relieved by appropriate maneuvers. These include naore 
adequate spacing ci missianS, without removal from the ccanbat 
group, or a temporary removal finm combat fear a period of 
temporary duty, at some other assignment or at a rest camp. 
The eflScacy of rest camps in relieving &e fatigue of combat 
crewmai h^ been established by the ecperience accumulated 
in the various theaters of operation. This experience has also 
established that, once seriote neurotic symptoms have become 
evident, the rest camp is futile as a tiierapeutic device and may 
even aii-a^gravaticm of symptoms, (JVbte; This statement 
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does not apply to the treatment of neurotic reactions among 
infantry and other ground force personnel in so-called “exhaus- 
tion centers.” In these cases the degree of physical exhaustion is 
frequently overwhelming and much is achieved from sheer rest, 
no matter how serious the symptom. In addition, psychiatrically 
trained persormel in these centers conduct the psychotherapy 
which follows the period of rest.) The rest camp, however, is 
extremely useful as a prophylactic measure. The rest camps are 
usually located in pleasant surroundings, having adequate 
facilities for sports and recreation and good food. Discipline is 
gready relaxed, so that the men are more or less free to do what 
they want, and, depending upon the locale, may be able to lead 
a life somewhat similar to that at home. Thus is very beneficial 
to those who are not too emotionally disturbed to enjoy them- 
selves and to obtain adequate relaxation. With those who are, 
the opportunity to rest merely mocks their sleeplessness. The 
contrast with the grim realities of combat, rather than affording 
relief, reminds them of what they must return to. Rest and 
enjoyment are inaccessible and they remain preoccupied with 
gloomy thoughts of flying and dying. For this reason, it is impor- 
tant that the prophylactic value of the rest camps be utilized at 
the right time, a responsibility that only the alert Flight Surgeon 
can fulfill. Tactical necessities or lack of adequate facilities at 
the rest camps may prevent him from carrying out this responsi- 
bility, but nothing can excuse him for not recognizing its hnpor- 
tance at the proper time. 

Gjntrol of a fder’s sleep by adequate sedation when necessary 
is as important as the periodic vacations from combat at a rest 
camp. The men often resort to alcohol to get a good night’s 
sleep. Many are shy of the barbiturate, which they consider as 
“dope,” and are fearful of forming a habit. Such misconceptions 
are easily corrected by the Flight Surgeon whose aim is to pro- 
tect the ego from the effects of anxiety during the night, so that 
it can take up the struggle somewhat refreshed in the day. The 
barbiturates are also useful in providing a more intensive seda- 
tion for acute anxiety states resulting from intensely hazardous 
nfissiohs or . traumatic events. When a flier returns from such a 
mission, in which he has had a severe shock and exhibits uncon- 
trolled behavior, excessive tremulousness or mental confusion, 
he can -be greatly benefited by moderate sedation under sodium 
amyt^ for a period of twmty-four to forty-eight hours. The 
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medication should be given orally in such amoimts that the 
individual will sleep when not stimulated but can be easily 
aroused for meals. The aiim is merely to relieve the ego from the 
acute anxiety produced by the recent trauma, until it becomes 
strong enough to digest the experience. The. period of sedation 
should be followed by a psychotherapeutic interview, in which 
the anxiety is allowed expression under more controlled circum- 
stances. This is not to be confused with the “deep narcosis” 
therapy, which has not proved successful, or with “narco- 
synthesis,” which will be discussed later. 

To see that the fliers remain in good physical health, talcing 
adequate steps to combat their fatigue and any physical illnesses 
they may suffer from, is the earliest task of the Flight Surgeon. 
As the men get on in their combat careers, varying amounts of 
anxiety will develop in accordance with the process which we 
have outlined. As anxiety appears, the Flight Surgeon will 
recognize how each individual is dealing with the problem. On 
the basis of his own observations and corollary information 
obtained from others in the group, he can determine whether or 
not it is being handled successfully. If there is evidence that the 
ego is weakening under the stress, no matter what particular form 
this takes, some kind of intervention on the part of the Flight 
Surgeon is indicated. This may take the form of a psycho- 
therapeutic interview or a less formal contact on any suitable 
occasion. In this connection, anything that the Flight Surgeon 
says to a, flier concerning his reactions to combat and to flying, 
whether in jest or with serious intent, has a psychotherapeutic 
implication. Such remarks, therefore, should not be uttered 
carelessly but with specific intent. 

Because of his real position of authority an^ his trziining and 
experience as a doctor, the Flight Surgeon evokes definite 
transference attitudes in the flier, which are not concerned so 
much with the impact of his particular personality as with the 
symbolic meaning of his authoritative position as a possibly 
helpful, possibly threatening figure. These attitudes vary with 
the personality and present emotional configuration within the 
individual, but the degree to which the Flight Surgeon is sensi- 
tive to them and can utilize them intelligently will determine 
his effectiveness as a therapist. He will see that some of the men 
will expect him to be a kindly father, others, a friendly brother. 
Some wfil want motheriog and comforting, while yet others will 
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look for scolding and punishment. He will note that in anticipa- 
tion of his expected reaction to their more or less unconscious' 
needs and attitudes, some will show aggressiveness and resent- 
ment, others will display anxiety or shame or make appeals for 
help and forgiveness. While listening to the flier’s complaints 
or description of his feelings, the Flight Surgeon should keep a 
psychic ear cocked for these imderlying and usually unstated 
attitudes, continually asking himself, “What does this man want 
or need from me?” The flier will always say that he w^ts relief 
from his symptoms or complaints or from a certain situation, 
which is true enough as far as it goes. But beyond that, what? 

In dealing both with the flier’s symptoms and with the trans- 
ference attitudes, the Flight Surgeon should follow his intui,tion. 
If he is sincere, sensitive and open-minded in regard to himself 
as well as to the flier, he will instinctively take the right psycho- 
therapeutic path. It is well, however, if he has a definite notion 
of precisely which path he is taking and how he means to accom- 
plish his objective, which is to strengthen the ego in its struggle 
with anxiety. As an aid in clarifying thinking on this score, it 
is possible to organize a simple psychotherapeutic plan, designed 
[to cope with the most pertinent dynamic factors. The chief 
oints in such a plan zire: (1) to increase insight, (2) to neutralize 
reflective or crippling methods of dealing with anxiety, (3) to 
permit abreaction of anxiety and hostility, (4) to modify the 
rperego, (5) to support the dependent needs and (6) to estimate 
re limit of tolerance for anxiety. There is nothing new or 
atricate in any of these psychoAerapeutic maneuvers, since 
rey are only what the Flight Surgeon does naturally, by in- 
rct. There is something to be gained, however, by a clarifica- 
^ of certain issues, especially those involving the unconscious 
*msference attitudes. 

ji(l) The matter of insight is of the first importance. In the 
of his therapeutic career, a doctor may frequently find 
^^ns in which a patient loses a neurotic symptom without 
^^ling aware either of the meaning of the symptom or of the 
for its disappearance. Cure without insight is always 
especially if the external circumstances can be changed. 
^Wdage or divorce, or a change of job, may effect a miracu- 
H^Ktkppearance of a neurotic symptom. Similarly, removal 
m^inbat because of a broken leg may cure a prdipounoed 
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functional diarrhea without the individual’s becoming aware of 
what cured him. But ihe Flight Surgeon’s task is to maintain 
men in combat. He can change the circumstances only as a last 
resort, when he has to remove the individual from combat. If 
he is going to master this situation, therefore, the individual must 
clearly realize how it affects bim. 

He must imderstand his own anxiety, and what he can do 
about it. Misconceptions concerning the nature of anxiety and 
its meaning are quite common. To some, the existence of anxiety 
threatens a loss of control or even impending madness (cf. 
cases 5 and 10). Others mistake its somatic manifestations for 
signs of physical illness. The range of misinterpretations is very 
wide, but, wHatever its particular form, the Flight Sinrgeon is 
called upon to explain to the individual what is going on within 
him. Such explanations can be couched in simple physiological 
terms, everyday analogies being used to show the effects of strong 
emotions upon the body. The aim is to establish a very simple 
and practical insight which recognizes the biological importance 
of anxiety, placing it in the sphere of an ordinary reaction which 
everyone has to control (cf. case 10). No deeper insight is looked 
for, since it is pot necessary and usually not possible to uncover 
the unconscious sources of anxiety during the time an individual 
is in combat. There are sufficient anxiety-prpvoldng stimuli in 
the combat situation to accoimt for any quantity of anxiety. 
It is enough if the individuail understands his anxiety as the 
biological response to a threat and takes up the problem of its 
control on that basis. 

(2) Inefficient or crippling methods of dealing with anxiety 
are closely allied to the matter of insight. The twp are not 
mutually exclusive, since am individual with insight may be 
crippled by an overwhelming Intensity of anxiety. But, in general, 
the greater the insight, the more efficiently will anxiety be dealt 
with. This is especially true in regard to the conversioh and 
psychosomatic symptoms. Among combat fliers, conveision 
symptoms are- usually simple devices based upon some original 
f^cticoial or organic difficulty saving to oniKieal strong charges 
c£ anxiety (cf. case 1 4) . It is usually possible to relieve the symptom 
by an eaq^mation of ite function: and purpose, and by adop^g 
a permisiave.attitwie toward the underiying anxiety, encourag- 
ing 'its exprew^pi If these measures, fail and the conversion 
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symptom interferes with successful participation in combat, then 
the individual must be referred for psychiatric consultation. 

Psychosomatic symptoms represent similar protections against 
anxiety, which spare the individual the necessity of dealing with 
the anxiety itself, yet result in an inefficient solution of the 
problem. It is somewhat more difficult to establish insight into 
this situation and to wean the individual away from the symptom 
than is the case with conversion phenomena. In either case, 
however, the symptom cannot be given up without the liberation 
of the anxiety. In many instances the symptoms will not disap- 
pear no matter how clear the insight, since they represent the 
visceral concomitants of anxiety and, as long as anxiety persists, 
the symptoms will remain. This may mean that the symptoms 
wiU persist as long as the individual is exposed to combat. On 
the other hand, an immense advantage is gained simply from the 
individual’s having learned what kind of problem he has to deal 
with, and it may well be that the symptoms will at no time be 
so severe that he will not be able to endure them until he has 
finished his combat tour. In this, as in every other aspect of 
psychotherapy in the combat situation, the aim is to enable the 
ego to endure its psychological and somatic pain, yet maintain 
its motivation for combat. 

(3) To permit an expression of anxiety, hostility, guilt or 
whatever strong emotion the flier is struggling with, is a delicate 
maneuver which the Flight Surgeon must handle with skill and 
wisdom in order to achieve the therapeutic goal. In most men 
the ego struggles to suppress these emotions, whose very in- 
tensity threatens its efficiency. The ego would like to remain cool 
and not preoccupied or distracted by such intense feelings. Since 
emotions, however, are characterized by charges of energy 
seeking some form of expression, the ego may become weakened 
by the very process df suppression, or else may adopt one of the 
compromises discussed above, which results in a neurotic expres- 
sion of the energy. The problem, therefore, for both the flier 
and the Flight Surgeon, is how to effect some expression of the 
emotion without the ego’s becopaing overwhelmed in the process 
or giving up its desire to endure further the painful situation. 
To express one’s feelings is often quite painful. Moreover, they 
are felt by the pride to be weak aiKi shameful, and the natur^ 
tendency fe the self instruction: “Keep it to yoursdf — ^forget 
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about it!” Expression or abreaction of emotion for these reasons 
is usuzdly facilitated by any maneuver which reduces the pride’s 
reaction and which enables the individual to share his pain with 
someone else, who can support him and give him help. The two 
processes must go hand in hand, since ordinarily a flier’s pride 
will prevent him from seekii^ someone else’s help in this way, 
no matter how great the need. These considerations will be 
discussed below in connection with the FHght Surgeon’s handl i ng 
of the transference situation. Here it is desired principally to 
emphasize that the ego can be vastly relieved and strengthened 
by such an expression' of emotion. The therapeutic value is 
twofold. First, the simple expression of the energy is a relirf, a 
load off the chest, in the sense of the time-honored value of 
emotional catharsis. Secondly, though this has an equal general 
applicability, it is specifically appropriate to the combat situa- 
tion, and it is a relief for the ego to discover that it can afford 
such an indulgence of emotion without sacrificing its strength, 
without being overwhelmed or losii^ desire or face. In other 
words, the ego learns that abreaction in itself is not a 
danger. 

On the other hand, whetha: or not this is true depends upon 
the attitude of the therapist and again is directly concerned with 
his handling of the transference situation. Men may give way to 
their emotion in other circumstances and, because of the recep- 
tion or effect of their behavior, regret it later. They know they 
must control their emotions on missions both for their own sakes 
and because of their crewmates. But the effect of loosening the 
control when back from a mission may be either happy or harm- 
ful, depending upon the attitude with which it is received. A 
flier who, after a particularly hazardous but expertly performed 
mission, begins to pour out the details with much emotion to 
his commanding oflficar on returning and is silenced with the 
remark, “Stop moaning like a baby---what the hell did you t hink 
you were out there for?,” will not feel that there is sinything to 
be gained from expressing his feelings'. Eater, the Flight Surgeon 
will have to deal not only with his accumulated anxiety, but 
also with 1^ increased resistance and resentment. Still, if he is 
skillful, the Flight Surgeon may obteiin an expression of both 
the anxiety and the resentment, while yet matintaining the ego’s 
strength and motivation for combat. The core of the matter 
lies always 'in the way he manages the transference situation. 
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and in this case the wounded pride should not present too great 
an obstacle. 

(4) Modification of the superego involves dealing with a pride 
which is either too strong or too weak. Strong pride can be both 
the most serious obstacle to therapeutic success and the most 
powerful factor in its favor. It is to a large extent the flier’s pride 
which prevents him firom understanding his anxiety and from 
giving expression to it in order that he may deal with it in a 
lo^c^ manner. On the other hand, it is also his pride which 
largely forces him to endure the anxiety of combat and to 
carry through his tour of duty. In this tricky, though not para- 
doxical situation, the Flight Surgeon ^ain is dealing with 
strong transference feelings involving the pride’s reaction to his 
position of authority within the group. However, what a flier 
might not be able to express to his commanding officer, or even 
to his firiends in the outfit, he may be able to commvmicate to 
the Flight Surgeon. Here the Flight Surgeon’s dual role as a 
doctor interested in the individual and a medical officer inter- 
ested in the military mission works to a therapeutic advantage. 
As a doctor, he can listen to the flier’s difficulties without 
criticism. The ego can afford to expose its weakness and depend- 
ence without fearing an affront. As a military figure, the Flight 
Surgeon will be interested in maintaining the flier in combat. 
The ego therefore can assume that an exposure of its weakness 
will not automatically result in a removal from combat or in 
censure, but in some helpful , procedure. This theoreticailly 
advantageous situation must be backed up by the expressed 
attitudes of the Flight Surgeon. His attitude mmt convey to the 
flier the conviction that expressions of anxiety involve no loss of 
face. Thus, by a single stroke he may reduce an overintense 
pride to a level where it can accept anxiety and may prevent it 
firom falling to the levd where it giyes up the struggle. An out- 
right attack upon the superego may not be necessary, once the 
ffier appreciates the Flight Surgeon’s attitude. In severe depres- 
in which the superego is very hostile and there is much 
si^accu^tion, it may be necessary to point out to the flier how 
lArealistic and rigid his pride actually is. If the Flight Surgeon 
ig'’^^|tK»re, a certain degree of identification with him will be 
inducing flie iSupQ:‘^0 to give up its sevafe and harsh; 
egOddes^ fer the more moderate standards advocated by iffie 
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Flight Surgeon. Sincerity is categorically necessary inasmuch as 
the flier, none too trusting to begin with, is very sensitive to false 
patronizing attitudes. 

The moderation of the superego which is accomplished 
through identification with the Flight Surgeon tends to reduce 
both anxiety and depression. In this way one source of hostility 
and pressure upon the ego is eliminated and this increases its 
potential strength. If the maneuver has been successful, the flier 
will feel less isolated, less shamed, less unloved and still willing 
to continue in combat in spite of his symptoms. On the other 
hand, the fher whose pride is so weak that he is considering 
methods of escaping combat because of his anxiety must be 
approached fi*om the; opposite direction. Here it is a problem of 
stimulating the superego to make a greater demand upon the 
ego. Again, this can only be done by identification. As we have 
pointed out previously, the. difiSciilty in such cases revolves 
about the weak capacity of some individuals to form strong 
identifications, especially with the combat group. The military 
figures may be completely rejected as objects with which these 
fliars can identify themselves, because they are too harsh and 
demanding, not giving enough in return. If anyone in the group 
has the capacity to stimulate identification in these men, it is the 
Flight Surgeon. His interest in the individual as a physician, 
combined with the traditional aura of support cissociat^ with 
this role, may be something aroimd which interest and identifi- 
cation can be built. At any rate, it is always necessary for the 
Flight Surgeon to try to work with these men in the attempt to 
increase their self denaands, and by continued interest and 
support to try to counteract their resentment at having to endure 
so much pain and anxiety. The fact that pride can be so inti- 
mately connected with the passive-dependent needs leads 
directiy to the follo\^g maneuver. 

(5) At no point in die management of the transference 
situation is so much tact callM as in the handling of the 
flier’s dependent needs. ’Rie management of this problem ties 
together all the psychotherapeutic maneuvers previously dis- 
cussed, since it is the degree of depoadence that pricks the pride, 
which then forbids the development of insight and thei expression 
of anxiety. In this situatian a flior cannot be directly faced with 
his d^CndehcevIf he has any pride at all, nothing can be gained 
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by pointing out his weakness and calling him a “baby,” as was 
done by the repressive commanding ofl&cer who asked the flier 
what the hell he thought he was sent out there for. The flier’s 
anxiety and his seeking of help are sufficient admissions of 
dependence in themselves. In the heat of combat, if an individual 
suddenly loses self control, giving way to panic and undisciplined 
behavior which render him useless and disturb others, rough and 
repressive measures may be called for. It is then sometimes 
necessary for someone in . authority to order the individual to 
pull himself together and to forbid any further giving way to 
anxiety. Such repressive measures may be completely ineffectual 
but they sometimes work. If they are successful, their effect is 
short-lasting, since they are merely emergency devices which 
stimulate the already exhausted ego just as a “shot” of adrenalin 
stimulates the heart muscle in the case of cardiac arrest. Rather 
than the false vigor which can be aroused by a tongue lashing, 
an insult or a command, what the ego needs is firm and continued 
support. 

How to give such support without antagonizing the flier’s 
pride, on the one hand, and without increasing his dependence, 
on the other, is the crux of the therapeutic problem. The solu- 
tion must always be adjusted intuitively to the individual case. 
The weakness and dependence derived firom the actual helpless- 
ness in the combat situation cannot be relieved by the Flight 
jSurgeon. He can, however, on occasion recommend some change 
in a flier’s position in the combat team, designed to provide more 
support firom his associates. Since the human factor is so impor- 
tant, any personaility differences tend to increase the difficulties 
facing the weakening ego. 

Gonvorsely, a sympathetic and supporting attitude on the 
part of a strong firiend on the combat team may see a man 
through a most difficult combat tour in spite of a weakened ego 
and much anxiety. If such a friend is lost in combat before the 
end of the tour of duty, the man’s unsatisfied dependence again 
becomes a problem, now very likely complicated by depression 
or guilt. The Flight Surgeon may still be able to satisfy some of 
this dependence simply by his continued interest and obvious 
deare to help. His repeated assurances, his acceptance of the 
flier’s anxiety and hostility without criticism, and his steady in- 
sistance on a continued exposure to further combat act as a strong 
prop to the ego. In the majority of cases, this will suffidentiy 
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strengthen the ego to allow it to endure anxiety over the required 
length of time in combat without becoming incapacitated. 

(6) Whether or not the ego wiU be able to endure the anxiety 
vwthout becoming incapacitated is a point which the Flight 
Surgeon has constantly to consider. Even though he may not be 
able to recommend a removal from combat, and even though, 
if he makes the recommendation, it will not be carried out 
because of tactical considerations or a poor relationship with 
the comma n d i ng officer, nevertheless to estimate as accurately 
as possible the . individual’s limit of tolerance for anxiety is 
always the Flight Surgeon’s responsibility. In doing t hi s he 
performs a service both for the group and for the individual. In 
the ideal circumstance, the group is interested in utilizing ffiers 
who are at the peak of their performance and is eager to get rid 
of those who are likely to crack because of anxiety. Many 
practical considerations make this ideal impossible, and, as has 
been stated, it is necessary to maintam the men in combat even 
though they have begun to slip. In this event, the best that can 
be asked is that the ffier be kept in combat till just short of the 
point where his anxiety may lead to the loss of his crew, himself 
and his equipment. 

The individual is naturally interested in the same way in 
being removed from combat before his anxiety leads to his death 
or that of others. He is, however, more seriously in conflict over 
the issue. From the standpoint of his anxiety, he cannot be 
removed from combat soon enough. From the point of view of 
his pride, he wants to carry out his obligation and not let his 
friends down. In view of this conflict, he is in a poor position to 
make an objective evaluation of the limit of his efibrt and of his 
capacity to control his anxiety. He therefore feels more com- 
fortable if the responsibility for a dedsion in this matter is taken 
out of his hands. For this reason, the flier likes to have a fixed 
tour of duty, limited by a definite goal of hours and missions, 
to shoot at. By the same token, he is immensely reassured if he 
knows that the Flight Sui^eon is carefiiUy watching him to see 
that he does not exceed the limit of his tolerance for anxiety 
before he reaches tins goal. The flier does not know what this 
limit is and is inclined to worry about it, thus adding to his 
anxiety. If he has confidence in the Flight. Surgeon, he will 
depend upon him to keep alert and remove him at the proper 
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time if this is necessary. This then is another way in which the 
Flight Surgeon can support and strengthen the ego by satisfying 
a dependent need. 

Unfortunately there is no simple method by which the Flight 
Sturgeon can evaluate this factor. There exists no precision 
instrument designed to measure the ego’s capacity to control 
anxiety or to predict when this capacity will be exhausted. It 
must reihain a matter of clinical judgment based upon past 
experience. That is why it is so valuable for the Flight Surgeon 
to keep a record of each individual, noting his actual perform- 
ance as compared with the initial and subsequent predictions. 
He can only learn from his mistakes, hoping that his mistakes 
will not be serious. Rare is the Flight Surgeon who does not 
have moments of doubt and remorse occasioned by the loss in 
combat of a pilot whom he had determined to ground after the 
completion of that mission. He can never be absolutely certain 
that such a loss was due to pilot failure resulting from anxiety, 
but neither can he rid himself of the tormenting suspicion that 
he failed his medical responsibility and should never have 
permitted the man to fly. Beset by this kind of responsibility and 
the necessity of supporting so many fliers and tending their 
physical and emotional needs, the Flight Surgeon himself may 
become depleted, Yet this is his contribution and small it is in 
comparison with what the combat crews are giving. 

When the Flight Surgeon’s therapeutic attempts have been 
unavailing and the flier becomes unsuitable for further main- 
tenance in combat because of his neurotic symptoms, the indi- 
vidual is grounded and removed from the combat group. 
Prompt removal is necessary for the sake both of the flier and 
of the group. -If he is kept in the group, he soon becomes dis- 
couraged and disgusted because of failure to improve and 
because nothing is being done for him. He exerts a disturbing 
influence on his friends, who grow to resent having him airotmd, 
since he reminds them of what may happen to them, while ,at 
the same time he is not running the risks to which they are daily 
exposed. If he has completed or akpost completed his tom of 
duty,- he is- returned to &e United States as rapidly as possible, 
ffis Sufesequoit disjKJsition and treatment will be taken up in 
tijte niext ^ectk» of this book. If he has not completed his tour 
ctf become a pa-oblem for further treatment and 
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disposition within the theater of operations. For this purpose, 
he is referred to the psychiatric consultant at the Air Force 
headquarters or to a psychiatrist at a ground force hospital, 
if the former is not available. 

This second echelon of treatment has a different and more 
complicated therapeutic aim than the first. The Flight Surgeon 
has a simple and practical goal: to maintain the flier in combat 
for as long as possible and to remove him at the right time. The 
psychiatrist must evaluate a wider range of possibilities. He 
must determine (1) whether the Flight Surgeon has correctly 
evaluated the situation and the flier is actually unable to toler- 
ate any additional combat stress; (2) if this is true^ whether 
further psychotherapy can so strengthen the ego that the flier 
can return to combat in a short time; (3) if he cannot be returned 
to combat, whether he can carry out a noncombat flying assign- 
ment or must be grounded and reassigned to some other form 
of duty; or (4) whether the flier is so iU that he must be retmmed 
to the United States at once for more prolonged treatment. 

In the porformance of all these tasks, the psychiatrist func- 
tions in accordance with the same principles as were outlined 
for the Flight Surgeon. He is aided, however, by the skill which 
comes from experience and by the wider range of possibilities 
for disposition which are open to him. In evaluating the degree 
of “operational fatigue,” he serves as a check on tihe Flight 
Sxirgeon, who may be new or overcautious, and for this reason 
becomes alarmed at the first sign of anxiety. The flier may simply 
require a little stronger support in ordar to master his anxiety 
sufficiently to carry on in combat. On the other hand, more 
detailed psychotherapeutic work may be called for. In particu- 
lar, pentothal mgy be required in order to effect a sufficient 
release of anxiety to enable the flier to control a spedfic symp- 
tom. On the baris of the results of pentothal treatment, which 
wiU be described below, and the work accomplished in jMycho- 
therapeutic interviews, the psychiatrist determines what dis- 
position to recommend fi>r the ffier. 

' The wide range of dispositions itself poses a peculiar problem 
in relation to psychotherapy. If the aim of therapy were only 
to do away with the flier’s symptoms, a change of envfronment 
would appear to offer a simple and rapid solution. The symptoms 
bring the result of stress, the obvious answer should be to remove 
the inffividual fitxm the stress. Althot^ this is true for many 
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individuals, in actual practice it has been found that an equally 
large number do not behave in accordance with such a simple 
view, for in them the effects of combat stress cannot be wiped out 
simply by removal from the combat scene. This latter group 
becomes an important problem for rehabilitation on their return 
home. Overseas, however, the psychiatrist’s aim is not simply 
to attempt to cure the symptoms of “operational fatigue” by a 
removal from stress. The men he sees are those who have not yet 
completed a tour of duty, and who therefore still have an obliga- 
tion to serve in some capacity, preferably combat. Only when 
the evidence obtained on investigation shows that the individual 
has completely exhausted his capacity to deal with any further 
stress, or wiU rapidly reach this stage after any further exposure, 
is the psychiatrist justified in recommending a change of environ- 
ment. In reaching a decision as to what the aim of therapy should 
be and what psychotherapeutic steps can be taken to achieve it 
in the individual case, it is always necessary to estimate the degree 
of concealed or repressed anxiety, the strength or weakness of 
ego forces which can be opposed to this anxiety, and the quantity 
of motivation for a return to battle stress. The amount of anxiety 
which is clinically observable at an initial interview is highly 
deceptive and is apt to be no indication of the actual intensity 
of underlying anxiety. What Cein be seen in the form of tremor, 
other signs of sympathetic overactivity, restlessness and the 
stated complaints of the flier depends upon the degree of ego 
control at the moment. Thus it depends partly upon his motiva- 
tion, since a flier who wants to get out of further stress will noake 
no attempt to conceal his anxiety, while one who is determined 
not to leave his comrades, no matter how badly he feels, will make 
every efibrt to hide it. Furthermore, the ability to conceal anxiety 
depends upon the strength of the ego at the moment, upon 
whether it is still fatigued from the combat experiences recently 
endured or has had some time to recuperate. Most important 
of all, it depends upon what type of phobic, conversion or 
psychosomatic defenses has become established in order to con- 
trol free anxiety. For all these reasons, the psychiatrist is prepared 
to teike with a grain of salt the degree of clinical anxiety he can 
observe at the moment. • 

The strength or weakness of the ^o forces available to control 
anxiety is also difiScult to .estimate. Thh depends upon the degree 
of regrmdon to d^)endent'aind helpks^ attitudes which has taken 



TREATMENT AND RESULTS 


169 

place under the impact of the combat stress, the a mn imt of 
dependence which was present prior to combat, and the charac- 
ter of the compensations or overcompensations which had been 
developed against such dependence. Ag ain, this cannot be 
read as if from a book by looking at or talking to the flier for a 
short time. It must be put together from all the evidence that 
can be obtained: from a consideration of the precombat history, 
the intensity and type of combat experiences, including how 
much stress he has been able to withstand up to the moment, the 
observations of his close associates and his Flight Surgeon, and 
the obsovable transference reactions. 

The motivation for a return to combat stress is the easiest of 
these three factors to determine, but even here the apparent 
situation may be deceptive. Although many fliers will talk 
frankly of their ambivalent feelings on this matter and describe 
how dieir desire to escape further stress is inextricably mixed 
with a desire to stay with their buddies and carry out their 
obligation, others cannot be so frank. The latter profess a 
strong desire to remain in combat and in truth this is their chief 
conscious attitude. They are not aware of the strong force of 
their urge to escape, which remains buried, repressed into a 
back alley of their minds (cf. case 3). A very small number are 
aware of their desire to escape ftirthor stress but to various 
degrees attempt to conceal it in order to fool others concerning 
their intentions (cf. case 7). Such individuals have been discussed 
in relation to the problem of “lack of moral fiber” (cf. chapter 

3). 

How is the psychiatrist, faced with this confusion of false 
fronts, able to distii^uish the real from the apparent for the 
purpose of detennining what should be done in r^ard to treat- 
inent and disposition? For the most part, the ability to discern 
the real dynamic forces within the personality depends on his skill 
and his experience in dealing with many cases. As the flier tells 
his story during the initial interviews, the. psychiatrist directs 
the conversation toward an account of traumatic or painful 
events in combat, crash landings, narrow escapes, deaths of 
friends, noting any reverberations of anxiety as these incidents 
are recounted. Frequently, however, because of the strength of 
superego attitudes or the stability of a defensive conversion or a 
psychosomatic or phobic symptom, it may be impossible to 
bring the anxiety -into focus in the consciousness of the flier. In 
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this event, the psychiatrist may rely simply on his clinical judg- 
ment in regard to further treatment and disposition. He has, 
however, a diagnostic and therapeutic weapon at his disposal 
which in a large proportion of cases will rapidly clarify the 
imderlying dynamic situation. • This is the intravenous use of 
sodium pentothal to secure a brief narcotic state in which the 
concealed emotional situation can be exposed, abreacted and 
synthesized into consciousness. 

We have previously described the use of sodium pentothal 
to effect a narco^thesis in the treatment of severe and moderate 
anxiety states among ground force combat personnel (26). The 
severe states in which an actual synthesis of repressed traiunatic 
material into consciousness almost always occurs with’.a dramatic 
improvement are not seen among Air Forces personnel: Among 
combat fliers sodium pentothal can be used in two ways. It is a 
good diagnostic tool, enabling the observer to gain a clear view 
of the intensity of anxiety, the degree of regression, the strength 
of dependent trends, the superego attitudes and the dynamic 
relation of all these factors to each other. The knowledge thus 
gained can be of great advantage to the psychiatrist in relation 
to further treatment and ultimate disposition, even in the 
absence of any clinical gain to the patient. The repressed 
emotional situation may be clearly exposed and abreacted m 
the narcotic state without its achieidng any synthesis. Since 
the material in this event is lost when the individual arouses 
fix)m the effects of pentothal and no change has occurred in the 
relative strengths of the dynamic forces (cf. case 3 and the first 
pentothal treatment in case 19), narcosynthesis cannot be said 
to have occurred and there is no symptomatic improvement. In 
this context, tire treatnient is identical with the “sodium amytal 
interview” or “narcoanalysis,” long used in civilian psychiatry, 
in which the benefit results almost entirely from the insight the 
tharapist gains concerning thte patient’s concealed difficulties. 

A second and the actual therapeutic gain accrues from the 
use of sodium pentothal when repressed painful or tramnatic 
events and the repressed anxieties and hostilities connected 
twth Aem are not only exposed during the treatment, but 
Stecepted.by the flier’s He then is able to deal with them in 
ampe eccmcmiical and realistic fashion, giving up the neurotic 
which has resulted in his symptoms. This is the 
we. . have called narcQsjmthesis,, since under the 
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action of the drug and with the aid of the therapist the previously 
repressed or forgotten feelings and memories are synthesized 
by the ego. If this process has taken place, whether or not the 
individual can return to combat, or what further disposition 
should be made, will then depend upon the new grouping of 
forces within the ego. How this takes place can best be illus- 
trated by a description of the details of the treatment. 

Sodium pentothal is issued in ampoules of 0.5 Gm. and 1.0 
Gm. and may be administered in either a 2.5 per cent or a 5.0 per 
cent solution. The dosage required for a satisfactory narcosis 
is usually between 0.25 Gm. and 0.5 Gm., though in some very 
marked anxiety states in large individuals more than 1.0 Gm. 
may be necessary. The individual is placed in a semidarkened 
room and is told that he is going to receive an injection which 
will make him sleepy. For some individuals, who are afraid of 
the treatment, of receiving an injection, of the “needle” or of 
the deleterious effects of a drug, further reassurances may be 
necessary. However, it is our experience that once explanations 
are attempted in order to reassure an apprehensive individual, 
further questions follow which require further explanations, so 
that one must be prepared either to say very little about the 
treatment or else to give a lengthy dissertation on the subject. 
In general it is wisest not to initiate the treatment until some 
degree of confidence has been established in the therapeutic 
relationship and some transference attitudes have devdoped, 
although ^s is not always possible or necessary. If the treat- 
ments have been in progress in a hospital or some other institu- 
tion, the easily observed clinical benefits and the lack of harmful 
or unpleasant reactions will have produced a general acceptance 
of the procedure, and individual resistance to it will be minimal. 

The drug is injected into the antecubital vein at a slow rate 
(0.1 Gm. per minute), while the flier is asked to count b^Jswards 
from the number 100. Shortly after the counting becomes con- 
fused and before actual sleqj is produced, the injection is dis- 
continued, although the needle may be allowed to remain in 
the vem imtil it is ascertained that &e proper depth of narcosis 
has been achieved. This may be deceiving. Some individuals 
suddenly f^ asleep in the midst of their countk^, only to become 
wide awake and alert on slight stimulation. In such cases more 
of the drug must be injected. If the individual is mute or stupor- 
ous aud diesrefcsFe .cannot count, a corresponding depth of 
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narcosis must be estimated from the tonus of the eyelids and the 
pupillary reflexes. In rare instances the injection is difficult 
because of a violent treihor of the arm. In almost every case there 
is some increase in the symptoms of anxiety as the injection is 
initiated. As it proceeds, however, the tremors subside and the 
individual becomes quiet. Speech may be somewhat thick and 
there may be spasmodic coughing but we have not seen any 
serious pulmonaiy difficulties with the doses and technique 
described. 

By the time a satisfactory level of narcosis is reached, a few 
individuals will begin to talk spontaneously, and, if they are on 
the subject of their battle experiences, they are allowed to con- 
tinue without interruption. In the greater number of cases verbal 
stimulation is necessary. The flier is told in a matter of fact 
manner that he is in his plane with his crew in flight. Depending 
upon the amoimt of known history, specific details are added 
corresponding to the most traumatic parts of his combat experi- 
ences. If little or nothing is known of the painful combat experi- 
ences, a typical scene is depicted. The flier is told that he is on 
a mission; that he is approaching his target; that flak is bursting 
all about; or that enemy fighter aircraft are attacking and that 
he must tell what is happening. The amoimt of such stimulation 
which must be given in order to start the individual talking and 
to bring him into contact with the painful experiences varies 
tremendously. Some react with the first few words, selecting the 
crucial stimulus such as “fUik” or “target,” and launch into a 
vivid account of the action. Others resist for various periods of 
time. When such rraistance is maintained, the stimulation can 
be made more dramatic and realistic. The therapist can play 
the role of a fellow crewmate, calling out fighters or flak in 
various positions, warning of an imminent ditching or asking for 
help with a wounded buddy. Persistence is rewarded in almost 
every case by an account of the scene in progress. 

The individual reactions during the progress of the treatment 
are extremely varied. In some men the situation is relived with 
such intensity that the activity requires a motor rather than a 
purely verbal outlet They may wander about the room as if 
about the plane, ot, using the pillow or bedclothes as armor 
plate ' » some other parotection, may wince and cowa: at flak 
and cafe^n bm^. Othas live through the scene verbally and 
emotion^y rwithwt much motor activity. The tendency to 
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live through the various combat episodes in the present tense, 
talking to iinseen buddies, or to react with various emotions to 
unseen events, without talking, leaves large gaps in what the 
therapist can grasp of the situation, as if he were listening to one 
end of a telephone conversation. The latter, therefore, is con- 
stantly moved to ask the flier to tell what is happening. Many 
fliers, however, recount the episodes in the past tense, giving a 
clear picture of what took place. The minuteness aiid wealth of 
detail which flood the memory, even of events which took place 
many months and even years before, is always impressive. 

The events which are depicted with the realistic impact of 
an expert dramatic production are probably always true coimter- 
parts of what actually took place, rather than fantasies such as 
are produced in dreams or hypnotic states. The emotional reac- 
tions, however, do not necessarily represent the actual behavior 
of the flier during the original episode, but rather what he 
repressed and controlled in order to carry on his job. The terror 
exhibited in moments of supreme danger, such as during ex- 
plosions within the plane, the falling of a plane, the mutilation 
or death of a firiend before the flier’s eyes, is electrifying to watch. 
As the event approaches, the body becomes increasingly tense 
and rigid. The eyes widen and the pupils dilate, while the skin 
becomes covered with fine perspiration. The hands move about 
convulsively, seeking a support, a protection, a.weapon or a friend 
to share the danger. Breathing becomes incredibly rapid and 
shallow. The intensity of the emotion sometimes becomes more 
than can be borne and frequency at the height of the abreaction, 
there is a collapse. The individual falls back in bed and remains 
quiet for a few moments, usually to r^ume the story at a more 
neutral point. Some men return over and over ^ain to one short 
traumatic scene, living it through Repeatedly. In such cases, 
more than one pentothal treatment may be required, each one 
bringing out new pieces of repressed material as if the ego’s 
tolerance for the painful memcwries increased in the intervals 
before each treatment. 

During the time that the flier is in a close emotional contact 
with the traumatic, situation, the therapist may play an active or 
a pa^ive role in the performance to the degree required by the 
prboess of the abreaction. No attempt should be made to produce 
a hypnotic situation, or to direct die material into any definite 
diannels, unless there is a clear indication that resistance has 
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developed to the communication of some thought, event or 
feeling which was on the point of emerging. In this case, the 
therapist may encourage or exhort the flier to communicate the 
painful material. In most instances, if the resistance is still power- 
ful under the influence of the drug, no amount of work on the 
part of the therapist will be of much avail, although another 
pentothal treatment at a later time may accomplish the desired 
result. The therapist usually remains as a vague background 
figure, from which vantage point he can step into ‘other roles as 
it becomes necessary. Many men, especially those with free 
anxiety, a stable ego organization and a firm contact with 
reality, are aware of the psychiatrist’s presence throughout the 
treatment. They talk to him directly, telling their story in the 
past tense and relying on him only for moderate support and 
sympathy during moments of strong emotion. Others, in whom 
there has been more dissociation of feeling and who “live 
through” their experiences under pentothal with great intensity, 
need more active support. The therapist may be called upon to 
play a variety of roles. If the flier becomes convulsed and blocked 
with the violence of fear, he must step in as a protective and 
supporting figure, comforting and reassuring him. When intense 
grief and anger are exhibited over the death of a buddy, or 
guilt because of a personal connection with his death, a forgiving 
and supporting attitude is required. At the same time, some 
steps may be taken here to point out the irrationality of the 
guilt, although this is usually best left to a later point in the 
session when the individual is no longer under such strong 
emotional stimulation. Some men who talk constantly to their 
friends throughout the session become blocked at certain points 
either because of tihe intensity of the emotion or because they 
seem to get no response from thefr friends. The therapist may 
then play the part of the friend, stepping into the combat scene 
proper in an active role. He can discuss plans of action, the 
treatment of wounded buddies or whatever is called for to 
further the progress of the events at hand. 

As tl» effects of the drug wear off and the depth of narcosis 
dtoeases, the flier enters, that twilight axes, in which he is still 
Stt^i^y in contact with painful combat situations and the feel- 
,fii^?|l^lUS€d by them; and yet is increasingly in contact with his 
^^^^tfe ^vironmenty the , therapist and the present xeality. 

S^tit^poinf Aat the thesmpist begins to play an increasingly 
active role. His immediate concern is to make sure that the 
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material which has just been abreacted is actually synthesized 
into consciousness. Because of the short-acting effect of sodium 
pentothal and the absence of the prolonged period of sleep seen 
with other drugs, the circumstances are mechanically favorable. 
Nevertheless, in some instances, where the resistances are too 
strong, a synthesis cannot be established. In such circumstances, 
the individual usually snaps out of the narcosis into an alert or 
partially confused state, but completely amnesic for what he has 
just been saying. A review of the material may bring it back into 
memory, in whole or in part. On the other hand, efforts to 
effect a recall may fail and the individual’s memory may remain 
completely blank regarding the entire experience. 

In the majority of instances the transition is smooth and the 
material is spontaneously synthesized into consciousness. Then, 
because the dynamic forces at work are at the moment so labile 
and freshly stirred up, the therapist has an ideal opportunity to 
effect a modification by active interference. Superego attitudes 
can be easily influenced at this time, either in the direction of 
decreasing motivation and effecting a new identification with 
precombat personalities, if the problem is a depression, or in 
the direction of increasing motivation and reinforcing desire 
to withstand more stress, where the anxiety is not too severe and 
there is a good chance of re-establishing confidence. In those 
with conversion symptoms or those in whom the ego has for the 
first time faced the full intensity of the actual anxiety, the 
symptoms spontaneoxisly disappear, since they have lost their 
functional purpose. However, &e ego is in need of encourage- 
ment and support for its new frankness. Although in losing the 
protection of the symptom the ego must sufier the pain of free 
anxiety, actually in many instances considerable gratitude and 
relief are expressed as the individual finds that he can do this 
without suffering too much or losing too much prestige. If 
motivation is good and there has not been too much regression 
to dependent attitudes, such individuals may be returned to 
further combat stress (cf. case 14)^ Durmg the abreaction, the 
pharmacological effect of the drug plus the pr^ence of the 
therapist has diabled the ego to face the painful situation and 
expr^s its anxiety. The very act of abreaction reduces the pres- 
stne upon the ego^ so that it can continue frankly to face the 
pamM oom after the effects of the drug have worn 

off. With the pr^Ure rdievai, and aided by the therapist, the 
qgO : feds that than it had anticipated. For the 
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vicious circle which had perpetuated the neurotic compromise 
in which the ego was continually weak and incompetent, a 
“benign” drcle is substituted. The ego can afford to look 
squarely at the situation, which it has been unable to master 
and bar! therefore avoided, in part at least, and to find a new 
strength. It is encouraged to find new and more efficient tech- 
niques in order to master the situation or at any rate control 
its anxiety. How does this gain through narcosynthesis come 
about? 

We believe that the opening wedge is the pharmacological 
effect of pentothal on the diencephalon. The barbiturate drug 
decreases diencephzilic activity to a greater extent than it damps 
down the activity of the cerebral cortex. This results in a cor- 
responding decrement of emergency expressions. Since it is no 
longer so forcibly stimulated, the cortex can re-establish its 
inhibitory function more easily. In other words, the ego, no 
longer harassed by such an overpowering intensity of anxiety, 
ran re-establish its appraising functions and can now afford to 
face the traumatic situation. Although this immediately evokes 
an expression of the anxiety itself, with its new strength the ego 
can control it, digest it and synthesize it. Once this has been 
accomplished, the ego can continue to dominate the emotion 
anrl can initiate new steps to control the situation. New learning 
can now take place. This constitutes the benign circle. 

However, ^e change in the relative strength of the dynamic 
forces which is seen in narcosynthesis exists principally in relation 
to past traumatic events. The future strength of die ego in facing 
new stress, involving the possibility of repetitions of the painful 
situations coincident with a return to combat, can only be esti- 
mated. For this reason, an evaluation of the depth of regression 
and the strength of dependent attitudes, usually starkly revealed 
during the course of abreaction, is crucial to the goal of therapy. 
As he sees the dependent trends and the weakness and strength 
of the ego clearly exposed during the treatment, the therapist 
tries to determine whether or not further psychotherapy, rest 
and more adequate support on returning to the group will 
enable the newly strengthened ^o to cope with more stress. 
If the flier has revealed himself under treatment to be almost 
completely helpless in dealing with the stress already undergone, 
then a return to combat is out of the question and the therapeu- 
tic problem consists in determining what otha- type of duty ^le 
will be able to handle. The way the ego approaches the past 
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traumata under pentothal should give a clear indication of 
what can be expected of it in the future. If dependence and 
helplessness are too marked, then, no matter what the aims of 
the superego or the needs of the military situation are, the 
external stress on the individual must be reduced. 

If pentothal has not been used in treatment, the psychiatrist 
must make a similar evaluation from what he can learn in 
psychotherapeutic interviews. Fliers whose dependence is 
revealed not only in the way they have reacted to their recent 
stress but in a past history of neurotic symptoms and insecurity 
(cf. case 2) may require removal not merely from combat but from 
any type of flying stress. When this is required, the therapeutic 
problem frequently consists in dealing with an outraged superego 
and the resulting depression. On the other hand, grounding the 
flier and reassigning him to other duties may not, solve the 
problem for an ego which has been too weak to begin with or 
too badly damaged by combat stress. In this case, treatment over- 
seas can only make a beginning in restoring the ego^s strength, 
and for further recovery the individual must be returned to the 
United States (cf. case 13). If such men are returned to any form 
of duty overseas, for the sake either of their pride or of the military 
needs, they continue to have symptoms. On their return home, 
recovery may proceed spontaneously, but in many instances 
further treatment is necessary. 

Neither pentothal narcosynthesis nor brief psychotherapy 
can be regarded as a certain cure for the flier’s difficulties or an 
infallible technique for returning an individual to further stress. 
A fairly accurate evduation of the weaknesses and strengths of 
the ego and a change in the direction of increased strength are all 
that can be expected. The latter may be sufficient to abolish the 
symptoms resulting from the recent stress but not enough to 
warrant any further exposure. On the other hand, it may well be 
that the increased strength, especially in the case of minor 
phobic and conversion symptoms, is sufficient to warrant a new 
trial at combat. What can be accomplished in this regard then 
depends upon the interplay of the three main factors: the initial 
weakness and dependence of the ego, the amount of increased 
strength gained from treatment and the degree of stress which 
will be encountered in any future assignment. The psychiatrist 
must juggle these three factors and extract from the mixture a 
disposition Which is a reasonable compromise of the needs of the 
fliar and the needs of the military situation. 
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A disposition which allows the preservation of the individual 
in some form of flying duties, or even in combat flying duties, is 
often possible by a reassignment to some slightly different task 
but one that is more in line with the ego^s capacity to handle 
specific stresses (cf. case 12). Bomber pilots, for example, some- 
times feel so keenly their responsibility for the other men in the 
plane that this added anxiety weakens the ego in its struggle 
with other anxiety factors. Many such men, if transferred to 
single-seated fighter aircraft, can carry on well in combat, having 
only the responsibility of their own life and the plane at stake. 
Furthermore, some men can carry on in an anxiety situation 
fairly well if they can be active. The maneuverability of the 
fighter aircraft satisfies this need for activity, whereas bombers 
must fly in rigid formation, maintaining a straight and level 
course which renders them much more passive against enemy 
action, especially flak. On the other hand, a fighter pilot may 
feel uncomfortable and isolated in his small plane, preferring 
the company and support of other men in a crew and the 
security of a large plane with more than one engine. The details 
of these individual reactions to the specific environment of com- 
bat flying vary tremendously. It is the task of the psychiatrist 
to determine whether a sufficient stability of the ego is initially 
present or has been produced through treatment, so that, if 
such demands are satisfied, the flier will be able to carry on 
successfully. Even with the help of pentothal, mistakes will be 
made in reaching such a decision, but, like the Flight Surgeon, 
the psychiatrist can learn from his mistakes, increasing his 
knowl^ge of the relation between ego dynamics and combat 
stress. 

Although he is allowed a free hand in carrying out his treat- 
ment^ the psychiatrist can only recommend the disposition of 
the flfier who is referred to him. The actual disposition is approved 
by a medical board and carried out by the responsible military 
^command if the latter is in ^reement with the disposition. 
There is usually little difiiculty concerning dispositions, if the 
psydbiatrist has established good liaison with the military com- 
manders and if his work demonstrates an alertness both to the 
needs of the individual aikl to those of the i^itary situation. , 
The results of psychiatric treatrnent in an active theater of 
operations have adequately demonstrated its contribution both 
to the success of the war effort and to the wdl-bdng of the 
individual. . . . : 
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The Reactions after Combat 




CHAPTER 8 


The Return Home 


When the combat soldier overseas is asked what he is fighting 
for, the usual ainswer is short and pointed: “So I can go home!” 
This is no war of idealism with lofty slogans and stirring patriotic 
songs. It is a necessary but dirty business, far more arduous and 
long-lasting than most of our citizens foresaw. Although there 
are many exceptions, the average soldier is not well informed 
as to the final causes for the war or its ultimate necessity. The 
Atlantic Charter, The Four Freedoms and postwar aims do not 
stir the soldier to his best efforts; only good morale within his 
own small group and the hope of getting home soon can do that. 

Even those who were most eager to go overseas and get into 
the fight, either openly .or secretly begin calculating their 
chances of being rotated home before they have passed many 
weeks on foreign soil. The gigantic numbers of men inducted 
into the armed services impress the soldier ov^eas, and he 
wonders where those millions of other men could be. Why has 
he been selected to do the dirtiest and most dangerous work, 
while others at home are employed on safe base jobs, living in 
civilized style often with families nearby? He estimates his “share 
of the war” and seeks for promises of goals to be reached in 
terms of time or number of missions. Even the most adverse 
conditions can be tolerated, sometimes almost cheerfully, if the 
soldier has the definite promise of rotation home after a specified 
time. But \irhat a drop in morale, what unleashed resentments 
against the army and its officers when no goals are set, the per- 
centage of rotations turns out to be infinitesimal or the early ill- 
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advised promises are broken ! From an idea, to a wish., to an all- 
embracing, increasing and overpowering longing, thoughts of 
home, home, home finally dominate the soldier’s whole existence. 

The thought of home intrudes itself disagreeably on the 
soldier’s mind , when there are special causes for worry which 
increase his preoccupation with the subject and decrease his 
fighting efficiency. Lack of mail, worrisome letters, suspicion 
of wives’ unfaithfulness, broken engagements, financial troubles 
and a host of other problems far away at home make the flier 
feel helpless and impotent in solving his important personal 
problems and stimiilate his anxiety and insecurity. These 
create powerful forces that augment thoughts of home till they 
become persistent obsessions. 

It had been learned firom peacetime aeronautics that fliers 
could not continue their occupations beyond a certain time 
without rest, if they were to avoid the hazards of “flying fatigue.” 
The British had been unable to rest their fliers even for a brief 
period during the emergency of the Battle of Britain when their 
coimtry was in extreme peril. But after that battle had been won 
and the toll of the living, irretrievably damaged fliers counted, 
provisions were inamediately made for a limited tour of combat 
duty, to be followed by rest and rehabilitation before return to 
the fight. 

The American Air Forces soon adopted this system. In the 
early days of American participation in the war the capacity of 
die average flier was not estimated correctly, so that the first 
tours of combat duty were not long enough. Tlie expected num- 
ber of combat missions was then set and maintained for each 
type of plane in each theater d oparations, sioce the stress and 
danger variai with each of these factors. Until these goals were 
stabilized, fliers reacted to each change as to a broken promise, 
with lowered morale and mobilized hostility to the Air Forces. 

Later, a new system was put into effect, based on the logical 
conclusion that no set numbw of missions could be expected of 
every cme. The individual is never the average m an. Fliers are 
h um a n bdn^ and not airplane mgines manufactured identically 
in quafitity on a production line. If the flier cannot complete 
the min i mum i numbo' of missions, formal medical proceedings 
are nece^iaiy to ascertain whether he is sufiering from a war 
neurosis or gives up because of fear. In the one cme .he is* sent 
home as a psycMatric casualty rehabititationj ht'tiie 
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he is subjected to administrative action. The new system pro- 
vides check-points after a certain number of completed missions, 
for ' example, thirty-five or fifty, at which time the Flight 
Surgeon examines the flier and determines if he is capable of 
continuing. Every man is expected to continue to the threshold 
of his personal tolerance for fatigue. The results of this system 
should be gratifying if it is executed according to plan. 

An attempt has been made to send some men home for 
thirty days’ leave because they are not too exhausted to return 
to combat after a short rest, whereas others need an indefinite 
stay. Actually the Air Forces, like the other armed services, 
discovered that once a man has returned home from combat it 
is difficult to get him back overseas. The returnee sees too many 
soldiers at home who have not had their turn at the privations 
and darters in a combat zone; he does not see a manpower 
shortage. The British, who rotated their fliers to the mother 
coimtry for duty as instructors or groimd officers, found that 
about 50 per cent were able and willing to return to combat 
after six months of such alternate duty. 

With all these imcertainties as to whether a man will be able 
to go home and remain there when he reaches the promised goal, 
he “sweats out” his last few missions. The flier no longer has a 
defensive fatsilistic attitude concerning his missions because his 
potential removal from his group has already recrystaffized his 
individuality. His personal anxieties iise to the surface no matter 
how indifferent he tries to be. The possibility of going home is 
too wonderful, too good to be true, so that he expects something 
awful will happen to mar it. The soldier is afraid to think too 
much about home for fear of bringing .the wrath of fate upon 
himself. He resorts to tricks of self delusion, purposely mis- 
counting his number of missions so that he may not anticipate 
too greatly the accomplishment of his goal. 

Other emotions also tend to offset his happiness. Waiting 
gives him tipie to reflect in retrospect on what he has been 
through. Leaving his arew, the mess and tentmates and the 
squadron qreates a sense of guilt; the thought of those who died 
and can never go home intensifies this feeling. It is this feeling 
of guilt that is the basis for considering the last mission to be so 
dangCTous. It is the projection on fate of the accusing finger 
of the frietis own ego^ideal; which cannot tolerate his deserticm 
of his .4ead and Hying comrades. AH these emotional reactions. 
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stimtilated by the anticipation of returning home, probably 
decrease efficiency and make the ffiers more vulnerable to 
disaster on their last mission, which superstition has it is the 
most dangerous — ^“the jinx mission.” 

After a soldier receives orders to return to the United States, 
any triviality obstructing his immediate departure and travel 
becomes magnified to gigantic proportions. The slightest frustra- 
tions create anxiety. It is as if he must hurry, hurry, hurry before 
his orders are rescinded, or perhaps he will not get there in time 
— ^for what, he does not Imow. Delays in obtaining transportation, 
the slowness of the boat and the formalities at a port of debarka- 
tion are tremendously annoying. If he has been permitted to 
leave the theater of operations before the completion of his tour 
of duty by decision of a medical board, he must enter a hospital 
of some type immediately on arrival in the United States before 
getting a leave or furlough. This he takes as a personal affront, 
and is extremely antagonistic to the doctors. The unfairness of 
his attitude from a rational standpoint is obvious, smce it was a 
medical officer who aiabled him to leave combat without dis- 
grace imder the label of illness. In this frame of mind he is 
difficult to treat psychiatrically, so that, if at all possible, an 
initial furlough at home is granted prior to institution of therapy. 

If he returns to the United States through a rotation policy, 
the flier automatically goes directly to his home. Before we follow 
the flier to his home, let us discuss what he expects there and why. 
We have already learned of the normal overpowering desires 
for home. Added to these are certain excessive and neurotic 
wishes that develop out of disturbances in their personalities in 
many men who have suffered the stress of combat. These indi- 
viduals suffer from a psychic btmkruptcy, an exhaustion of the 
energy which they are capable of putting out in aggressive and 
independent action. They need replenishing affection, considera- 
tion and attention, as a small child needs to be prEiised and com- 
forted aftar a particularly strenuous and exhausting activity 
(cf. chapter 10). 

As the neurotic and regressive reasons for the wish to go home 
increase, the concept of home becomes more unrealistic. As a 
haven from the dangers of combat with the enemy and from 
the threats of discipline on the part of supatior offices in case 
of failure, home assumes the characteristics of a magical fairyr 
land. All the faults and difficulties in the economic and social 
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structure of the individual’s home environment seem to fade 
away. The people at home become endowed with unrealistic 
attributes of beauty, kindness, generosity, and are considered 
to have the soldier’s return home as their only desire. Mothers 
become the most loving and kind individuals, wives assume 
a beauty and character far from real, and children are model 
Eind have no faults. To a lesser extent this rosy hue surrounds 
the figure of the father or the brothers. For a time at least, 
there is an attempt to envisage their fathers without the role 
of authority, fantasying them as equals or pals. They think of 
going on fishing or himting trips or sitting in “bull sessions” 
with them. All in aU, anticipation of the return home is ex- 
tremely unrealistic since the returnee expects the perfection of 
paradise in the “new life.” Actually the return home to a “brave 
new world” is fantasied as a rebirth after the personal psychologi- 
cal death symbolized by repetitive combat missions. 

At last the soldier is home but in a peculiarly dissatisfied 
and often disturbed state of mind. This, of course, should be 
expected because his desires are unrealistic. No place nor person 
in reality can reproduce his fantasies. He dreamed of being 
treated as a hero with great popular acclaim but the later 
returnees find that the early heroes have exhausted the 
adoration of the civilians, whose capacities to become excited 
over and deeply interested in the returned soldier decline, as 
more and more men return home and their own postwar 
problems loom dangerously ahead. The individual therefore 
finds that his welcome, unless he has been an outstanding hero, 
is largely limited to thd circle of his small social group. The fuss 
cind excitement outside the home soon die down. The soldier 
has a negativistic, dissatisfied reaction to civilian responses, no 
matter what they may be. If the soldier receives a great deal of 
attention, he often becomes annoyed because he does not have 
enough time to spend alone with his family, but, if enough 
attention is not given to him, he resents the indifference of the 
civilian community. Any suitable rationalization is utilized to 
justify his antagonism to people not in uniform. 

The returned combat soldier’s attitude toward civilians not 
only causes serious interpersonal difficulties but is the nucleus of a 
serious social problem. He has read much in the newspapers and 
army publications about the high wages and the luxurious life 
of war workers and civilians who have not entered the army. 
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He has read overemphasized stories about strikes and of 
his government having to exhort people to take war jobs or to 
continue their, work, while he has risked his life and endured 
innumerable hardships. While overseas, he and his buddies have 
built up a hostility toward civilians, with little factual knowledge 
of the changed economic and social setting at home. There 
can be no doubt that his hostilities are not entirely rational. 

In reality the soldier envies the civilian his freedom, his work 
and his financial status, and envy creates hostility. When he 
arrives home and sees how people actually live and prosper, his 
resentments are tremendously stimulated. He blames them for 
lack of war supplies overseas and for the inconveniences of lack 
of food and cigarettes. There are no rationalizations that enable 
him to reconcile the civilian attitudes toward war with the deaths 
of his buddies. The soldier is disturbed by the mercurial and 
unrealistic reactions of civilians to the good and bad news of the 
war, their optimism regarding an early end of the war or their 
impatience for quick action, the cost of which he knows but 
they do not. He hates the romanticizing of war, the illusions and 
legends originated by our fantasy makers of the press and radio, 
who give the public what they like to hear. When the commenta- 
tor of a motion picture newsreel states, “There is nothing combat 
crews love better than a tough fight,” the men who actually 
fought for life wonder whose world is real — ’theirs or the civilians’. 

Women with new furs, jewels and luxuries, couples crowding 
into night duls and theaters, incite them to fury. Unfortunately 
in orda: to give returnees the best of accommodations and a 
iizxinious reception, our redistribution stations are in resort 
and tourist towns, where money flows freely for luxury hotels 
and exotic entertaimnent. Many- soldiers, especially under the 
influence of alcohol, eithar verbally or physically attack these 
“b^tardly 4-Ps.” Thae are many versions of the following 
story. A civilian with only good intentions approaches a soldier 
in a bar with tiie question; “How was it over there, buddy — 
I»etty tough?” The soldier looks at him with contempt and 
answas, “Why <k»n’t you go thore and find out?” — ^and w alks 
away; after cahnly punching the questicmer an. the nose. Patroniz- 
ing offers to buy him drinks are clistasteful and are often rejected 
with violence. 

At first the soldier centos all Ins attention and interest on his 
loved ones at home, and this is fidly rCc^rocated. Howev^,. his 
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people have their own jobs and numerous duties, and life does 
not stand still because a boy has returned home. He must 
refamiliarize himself with his old possessions alone and with his 
remaining friends at their convenience. Mother has a multiplicity 
of domestic duties or responsibilities, including caring for her 
other children, to which she must attend at the sacrifice of the 
full time attention which her returned son expected. Brothers 
have their individual school work and domestic duties; if they 
are younger, they treat the hero with adolescent indifference 
and even with resentment for disturbing their possession of 
ihother, after a first burst of enthusiasm. Wives, who were 
fantasied to be the most beautiful and wonderful women in the 
world, soon are unable to measure up to such unrealistic dreams 
on the part of the returning husbands. They too have often 
changed because* of their own deprivations during the period of 
separation and need more than they can give. If the family has 
moved to new quarters or another neighborhood, the new 
physical environment has an even greater anxiety-provoking 
strangeness. Many readjustments have to be made in manner of 
dress, in the proper use of clothes within the home and particu- 
larly in social gatherings. The pungent army language has to 
be modified for civilian ears and cleanliness has to be maintained 
at a much higher level. The soldier who returns from overseas 
duty has slowly to learn and relearn the multifold civilized 
customs and attitudes of life in the United States, despite his 
annoyance at these “nonessentials.’’ 

Re-establishment of sexual life is not easy or rapid, especially 
if nervous reactions from combat have affected the soldier’s 
libido. Often he finds his wife, unused to a husband, difficult 
to adjust to his sexual activities, which often are excessive. On 
the other hand, psychological factors and physical disturbances 
may have made him temporarily impotent, which is a source 
of anxiety to both the soldier and his wife. In many cases he 
married just before departure overseas and he knows his wife 
only slightly. This creates a marital situation even more difficult 
than usual, since their relationship must be started afresh with 
little in the way df comifion past experiences or interests. A 
large number of divorces result. Many soldiers attempt to con- 
firm real or unrealistic suspicions of their women’s unfaithfulness. 
Qften enough it has been a fact, and it is surprising how open 
many Of th^^ d^ectibps ha’^e been and how easy they are to 
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detect. Many married soldiers, who themselves have been 
unfaithful overseas, adopt an unforgiving attitude toward their 
erring wives. The narcissistic injury is more than they can endure 
in view of the already existing injuries to self esteem caused by 
combat. The reality of the soldier risking his life while his wife 
had pleasure with a civilian or a stay-at-home soldier is over- 
powering. If a child has been bom while he was overseas, the 
problem of a second honeymoon is complicated by the necessary 
dmdgery of care for the infant. Sometimes the soldier finds that 
there is not even adequate room for him at home. These are 
but a few of the normal and natural frustrations that the returnee 
must endure in contrast with his own anticipation of a reception 
like that of a “prodigal son.” 

It should not be understood that there are no gratifications 
at home. There are far more than enough for a normal person, 
but the hungers and needs of mainy men are so tremendous that 
they seem insatiable and impossible of satisfaction. Fuithermore, 
many soldiers have left homes in which the interpersonal rela- 
tions were conflictual and were responsible for discomfort and 
disturbances to his peace of mind long before combat. Overseas 
he forgets these difficulties and builds in his mind an illusory 
peaceful and happy family life. When he returns, his old con- 
flicts are revived and even accentuated, because he returns to 
their source in an even more intolerant mood. 

Return home thus becomes productive of emotional dis- 
turbances by virtue of the disappointment that a regressed 
personality must experience in an environment that czmnot 
satisfy his fantasied concept of home, and because old conflicts 
are revived on return to the situations where they originated. 
As time goes on, the normal adaptive functions of the ego synthe- 
size the conflictii^ tendencies and the soldier is reintegrated 
into American life. If conflicts persist, anxiety increases and the 
patient often becomes so disturbed that he is referred to the 
hospital by examining psychiatrists at stations to which he 
reports £»• redistribution. 

After his twenty-one days’ leave or furlough at home, the 
returnee proceeds to the redistribution station nearest his home. 
Here he goes through a series of thorough physical examinations 
and laboratory studies and a psychiatric survey. He is inter- 
viewed in detail by persoimel reclassification officers for a new 
assignment in the anny within the United States. When physical 
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or emotional disturbances are noted, he is sent for proper treat- 
ment to appropriate installations. During this process of re- 
distribution, anxiety regarding his new assignment begins' to 
develop in the soldier. Many men have military specialties that 
are of no use except in combat, since there is only a limited 
need for instructors. The questions where he will be assigned 
and what he will do and how he will get along in his new unit 
are problems that bother him day and night, because he still 
lacks a feeling of security and the assurance that there are other 
than hostile and destructive forces in the world. Many returned 
soldiers feel that the war is over as far as they are concerned, 
and see no need for remaining in the army. Some try in every 
way possible to get out, including exaggeration of nervous symp- 
toms and provocative behavior. The redistribution program 
furnishes the returnee with several days of indoctrination lectures 
concerning life in the United States and his role in the army in 
this country. But more important should be the instillation in 
these men of the certainty that they will not be sent overseas 
again until after a definite period, and that they will receive fair 
and equitable treatment in a task of some significance for the 
war effort. Otherwise why should they work or, for that matter, 
even stay in the army? 

The soldier receives his new assignment and arrives at his 
new base, and here additional problems and burdens are put on 
his shoulders. He has a hostile attitude toward the stay-at-home 
soldiers. They should be out fighting the war too. Why haven’t 
they gone oversetis? An interesting reaction was observed in a 
group of flying officers and enlisted men returning home by 
plane. As they flew away from the war, living quarters, food and 
comforts became increasingly better, so that the soldiers stationed 
at these quiet bases lived comfortably and safely. The universal, 
disgusted reaction was: “A hell of a war the^re fighting!” As 
they encoimtered increasing luxuries, these returnees stroked 
white table cloths and fondled gleaming silverware as if they 
weren’t certain of their reality. They gorged on steaks and chops, 
often eating two dinners in rapid succession. They bought all 
sorts of jewelry for themselves and their families. Finally, at one 
stopover close to the United States the officors’ club was found 
to be bviilt and run at the acme of luxury. The sneering deprecia- 
tion was just about t6 break through again, when one officer 
stated, as if he’d just discovered the fact, “But after all that’s 
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what we’ve been fighting for — ^to keep things at home like we 
us^ to know them. What are we griping about?” 

' In his new assignment the soldier often finds himself having 
to do things or to teach methods that have been abandoned by 
combat outfits long ago. He finds himself under the direction 
of officers who know far less than he. He has to abide by rules 
and regulations which are much stricter than those he has been 
accustomed to overseas. It is rather difficult for him to readapt 
himself to the army as he knew it before he left. The farther a 
man has gone from home, the less rigid has been the army 
discipline. In some overseas theaters, an enlisted mart has lived 
much like an officer. Now he returns home after having jeop- 
ardized his life and finds himself involved again in the caste 
system of the army, which sharply discriminates enlisted men 
from officers. 

The army attitude toward him is no less hostile. When he 
enters an outfit in this country, he upsets the promotion gradient 
and disturbs its smooth-running organization. The soldier may 
have a ratir^ which is incompatible with his ability to fimction 
in the United States. He often has to be given “on the job” 
training. His very presence jeopardizes the safety of the other 
men, because the more soldiers return home on rotation, the 
more wiU have to go overseas to replace them. This in itself is 
enough motivation for antagonism. In addition, the stay-at-home 
soldier unconscioudy feels guilty on seeing the returnee because 
of his own deficiency in the war effort even though it may be 
through no fault of his own. The result of hostile attitudes on 
both sides does not make for ease of adaptation for the returnee. 
The returnee needs a-purpose^ function in the army and rapid 
reincorporation into a group with gbbd morale in order to 
fadlitate his adaptation to army life in this country. 

Through all the vici^itudes that have been described most 
tnen successfully develop emotional stability. Those who react 
with disabfing anxiety during their .last missions, their travel 
hon£, their overseas furloughs, or during the fct weeks of 
rea^^ned duties, are referred to a special- conv^escent hospital 
for treatment. They demonstrate ah excessive or prolonged 
reaction, present to some degree in every man, and are not 
qualitatively different. 

Up to ffiis point we have contidaed the vicissiffides erf sail 
men returning home firom: overseas duty. Most o£;these Jbwe 
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finished a full tour of combat duty. Many soldiers are returned 
to the United States by medical disposition boards because of 
incapacitating symptoms, before they have finished their toiirs 
of duty. It will be observed that the change of environment has 
a pcofoimd effect on them. 

When reference is made to the results of treatment and dis- 
position of patients recognized and treated overseas, described 
in chapter 7, it wifi, be seen that many patients are sent home by 
medical disposition boards for rehabilitation requiring more than 
ninety days. Many of these patients are imsuccessfiilly treated 
for shorter periods in the combat area. Others are kept overseas 
and reclassified for ground duties at bases that are relatively 
safe, and they seem to make a satisfactory adjustment. The fact 
that anxiety seems to disappear when a man is removed from 
combat flying, grounded or sent home as an instructor, has 
convinced many administrative officers that anxiety states are 
akin to malingering and should be punished by some disciplin- 
ary action^ such as loss of rank or, as advised by the most intoler- 
ant, sent to the infantry front lines. It is difficult for them to 
accept phobic mechanisms which protect against anxiety by 
keeping the patient distant from the anxiety-producing stimulus 
as anything but malingering. Unconscious and conscious motiva- 
tion are not considered zis separate forces. 

Goldstein (22) has emphasized the term “neurotic reaction” 
as a result of war in contrast with the diagnosis “war neuroses.” 
He believes that symptoms due to war events are not neuroses 
because with the former there is usually no permanent person- 
ality change and no fixation of symptoms takes place. Person- 
ality chaise occurs only when causes are effective in maintaining 
insecurity. According to this thesis .men who develop neurotic, 
reactions should recover on returning home to a place of safety 
and security. We have good evidence for believing that this 
occurs in an imknown numbw of cases, but like all generaliza- 
tions it overemphasizes only one aspect of an extremely com- 
plicated picture and is based on a particular type of case. 

We have no detailed data concerning men who have promptly 
recovered on return home. While one of the authors was still 
oversea^ aiai the other was at the Don Cesar, the only AAF 
convalescent hospital receiving cases of war neuroses, many 
patioits hoine were not hospitalized. They were “lost by 
spohtaneoQs recdvary.’?^ We therefore cannot give the case 
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histories of these men and have no statistical data regarding thek 
numbers. On the other hand, both of the authors have received 
and studied at this hospital patients whom they had sent home 
while they were still doing psychiatric work overseas a month 
or two previously. These patients did not recover on return to a 
safe and secure environment. Three typical histories are pre- 
sented to illustrate various sequelae occurring after the men had 
returned home. 

Case 17: Anxiety and depression necessitating return to the United States, 
which ^ected considerable relief — complete recovery by further p^cho- 
therapy. 

A 22 year old B-25 pilot was first seen overseas after he had 
completed forty-seven missions. At that time he showed a 
marked anxiety, gross tremor of the hands smd a severe depres- 
sion. His face appeared haggard and masked and he looked 
much older than his 22 years. His speech was slow, with much 
blockin g , so that he had difficulty in expressing himself. He 
complained of insomnia, with terrific anxiety dreams, and loss 
of appetite. He had lost 15 pounds in weight in the last few 
months. 

It was difficult to elicit a story from him because of his verbal 
blocking, which increased when he was asked about his depressed 
feelings. He had entered combat in Jime 1943 and had originally 
participated in low-level sea sweeps. His outfit was equipped with 
planes for use on targets from noiniinal and low Altitudes. He 
apparently had no particular difficulty on these missions. His 
symptoms began when he was transferred from this squadron 
to one employing medium altitude tactics on routine targets. 
There was no evident precipitating factor in regard to his 
symptoms. He gradually found himself becoming anxious. 
During his last few missions the anxiety was so severe that it 
interfered with his efficiency, and he foimd himself worrying 
about his responsibility to his crew, afraid he might be responsi- 
ble for their death or injury because of his shakiness. He became 
irritable and then increasingly seclusive. His inefficiency became 
so marked that on his last two attempts to take off on missions 
he was involved in aircraft accidents due to his poor judgment. 

Although it was not possible to obtain much information 
concerning this pilot’s dejaession because of his blocking, it was 
dear that he was sufiering from a feeling of having ffiiled to_ 
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perform his duty. He had not been able to complete a tour of 
duty because of his anxiety and resulting inefl&ciency. His 
reaction, however, was markedly inappropriate, since he was only 
three missions short of the official quota and his record had been 
very good. He appeared to obtain some benefit from verbal 
assurance that he had performed his job well, that many others 
were similarly affected and that he would imdoubtedly recover 
so that he could fly again and possibly return to combat at a 
later time. Although he gave the impression of being fairly ill, 
it was thought that he would benefit more from a rapid return 
to the Zone of the Interior than from psychotherapy at that time. 
He was seen by the Medical Disposition Board, which recom- 
mended a return to the United States for treatment. 

On his entry into our hospital in the United States after his 
three weeks’ leave at home, this officer showed a remarkable 
change. He had recovered from all his symptoms and looked 
young, fresh and eager. The change in his appearance was so 
striking that the medical officer who had seen him overseas 
scarcely recognized him. His speech was spontaneous and he 
stated that he slept and ate well and had no dreams and no 
depression. He attributed his improvement to the beneficial 
effect on him of his wife and home. 

In interviews with him, it became evident that he still had 
some tension and a trace of his former depression. He could not 
talk freely about this; however, he showed an exaggerated 
superego reaction. It was discovered that an intense sense of 
duty had been characteristic of him all his life. There was 
nothing else remarkable in his past history. His father had died 
of cancer at the age of 30, when the patient was 7 years old. 
His mother had remarried, and, although at first he had experi- 
enced some friction with his stepfather, he rapidly established 
good relations with him. With an older brother and two older 
sixers he had always been on the best of terms. 

When this pilot had received his commission, he had made a 
resolution to be at all times an exemplary ofiicer. In combat he 
was perpetually harassed by his sense of duty. A feature of the 
Sea sweeps to which he was first assigned was the elective nature 
of the targets. He was free to attack a variety of targets depend- 
ing upon his judgment of their value and the extent to which 
they were defended. On several occasions he had failed to attack 
a choice target, when flying in the lead of an element, because 
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of worry about the safety of those who were following him. 
Whenever this occurred, he would feel depressed for several 
days. However, he would feel equally depressed if any of his 
friends wore lost when, he was leading a flight. On several oc- 
casions this happened. One of his best friends was shot down off 
his wing as he was leadii^ the flight through an intense flak 
barrage. After this he felt depressed for many days and blzuned 
himself for his friend’s death. But the most depressing event was 
the occasion on which he was leading an element of three planes 
off the Greek coast and foimd a German merchant vessel. The 
other planes were piloted by green pilots. As they were going in 
on the bomb nm at deck level, the patient realized that the 
other two planes were too close behind him and that the delayed 
action bombs which he was intending to drop on the ship would 
have blown the other two planes out of the air. At the last 
moment, therefore, in order to save the other two crews, he 
swerved oflT his bomb run and headed home without attacking 
the vessel. For days after this, he would awaken at night with a 
great feeling of guilt and depression to think of the ship which he 
had not sunk stiU at anchor in the Greek harbor. When he was 
discussing this incident, the patient became somewhat tense, 
experiencing a slight revival of his original reaction of guilt. 

Psychotherapy in the hospital was confined to testing such 
traces of guilt reactions against reality in an attempt to modify 
to some extent his very strict superego and prevent a repetition 
of the depression following future expdiences. He demonstrates 
the type of neurotic reaction found so frequently in persons with 
compulsive characters. He was able to obtain considerable 
insight and became completely relaxed^ so that he was shortly 
discharged to return to full flying duty. At the time of his dis- 
charge, he had no anxiety .connected with flying and was eager 
to return. 


Although this patient was not entirely well after his return 
home, he was sufficiently improved to present, at least super- 
ficially, an entirely different clinical picture. He typifies a large 
number of patients who are sent by Medical Disposition Boards 
to the United States for rehabilitation, but who are not sent to 
hospitals on their arrival because of a dday in receipt of thear 
p^iCTs or because some otha: administrative They 
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spend their overseas leaves at home and, on reporting back tc 
redistribution stations for reassignment, show so few signs o: 
illness that they are returned to duty at once at a Cbntinenta 
base. Yet, as this patient demonstrates, they are not entirely well, 
even though on the road to recovery. They probably would be 
able to work out their own psychological solutions to a residua 
conflict with time and through the processes of living. They dc 
not have neuroses in the sense of a permanent deformation o: 
the ego structure; there is only a temporary neurotic reactior 
to a specific external stimulus which does not necessarily cause 
crippling of future function or repetition of the same patten 
of behavior. 

Case 18: Severe, anxiety state, developed in combat and persistir^ m 
return home, relieved by p^chotherapy. 

An upper turret gtinner was an eager and capable combai 
crew member for his first thirty missions, although many of his 
missions were over very rough targets. Between his thirtietl 
and fortieth missions, he began to feel somewhat fatigued anc 
slighdy irritable. He also experienced some anxiety when ova 
the target but no reduction in his efficiency. On returning tc 
base from his fortieth mission, during which his whole flighi 
had been severely damaged by flak, he had to assist in extri- 
cating a Mend from another plane. This man, also an uppei 
turret gimner, had been severely injured and was covered 
with blood. Ajfter this episode, the patient developed marked 
anxiety, which increased steadily on his last ten missions. He 
also developed severe insomnia, loss of appetite and frequeni 
headaches. He becaune rather sedusive during this time. He 
experienced suedi intense anxiety that he could not stay in hi 
turret. He had a feeling that he would certainly be killed if he 
got into the turret. 'Wliile he was over the target on hjs Iasi 
mission, he was seized with an overpowering urge to go to sleep. 

In spite of the accumulation of anxiety and interference witi 
his operational effidency, his Flight Surgeon, when he went tc 
see him to complain of how he felt, told him that he wzus ‘‘yellow’- 
and a coward. It was a fact that at the time medical officers and 
'all personnd were under pressure to mai n tain everyone on i 
fl-jdng status because of shortage of replacement crews. The pa- 
tient re^bcted ,wifh great bitterness to his Flight Smgeon’s atti- 
tMp iweint io see smother Flight Surgeon, who grounded hin 
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and referred him for psychiatric consiiltation. He appeared at 
that time to be moderately depressed, irritable and anxious. 
In a brief psychotherapeutic discussion, an effort was made to 
bolster his ego in relation to having completed his job overseas, 
in order to decrease his depression, some of which was due to 
the attitude taken by his Flight Surgeon. It was felt at that time 
that he would need no particular treatment other than a return 
to- the United States, since he had been previously a stable 
personality with no neurotic trends. 

On his return to the United States, the patient showed con- 
tinued anxiety and moderate depression. He complziined of 
difficulty in concentrating, insomnia and lack of appetite. Be- 
cause of these symptoms, he did not enjoy his leave at home. On 
entrance into the hospital, he appeared rather ill and depressed. 
He said that he did not want to be discharged from the army 
and that he was imcertain about any return to flying. He still 
had a marked fear of aircraft. From discussion of his experiences 
in combat, it was clear that the principal traumatic factor was 
his identification with the woimded turret gunner whom he had 
extricated after his return from his fortieth mission. He said the 
turret gunner, Dave, was hit in the face by a 20 mm. shell. One 
eye was lost and one arm and one leg were paralyzed. It was a 
terrible sight. The wounded man was covered with blood. 
After the patient’s plane landed, he was the first one on the 
scene. He carried the wounded gunner out of the plane — ^“I 
figurai that both of us were turret gunners. The same thing 
might happen to me, and then I wanted to be sme of being 
helped fast, so I couldn’t let him down. Now he is back here in 
the United States but disabled.” 

In the course of a few psychotherapeutic interviews, the pa- 
tient rapidly improved. He abreacted his anxiety and developed 
insight into the factor of his identification with the wounded 
turret gunner. After he had developed this insight and relieved 
himself of some of his anxiety verbally, he began to sleep well, 
his appetite improved and he gained weight. His battle dreams 
disappeared completely and he was eventuzdly discharged for 
return to full flying duty. At the time of Ms discMuge, he had 
no fears of flying. 


It was judged that this patient would recover by the simple 
expedient of returning home, but subsequent events did not con- 
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firm this prognosis. Although the soldier was a stable person, he 
did not improve and only recovered after being given appropriate 
help in the form of psychotherapy. He had had more than a 
superficial reaction and had developed a definite change in his 
personality which influenced his whole attitude toward life. Yet 
with appropriate therapy, he made a good recovery. 

The next case is outlined with considerable detail, because it 
clearly indicates the difficulties of psychotherapy overseas as con- 
trasted with its possibilities in this country. 

Case 19: Anxiety state fixed hy conversion symptoms ^ loosened by return 
home^ and only then amenable to psychotherapy. 

This patient was first seen overseas. He had been referred for 
medical disposition because on his last two missions he had 
fainted when the airplane had reached an altitude of 10,000 feet. 
He was a B-25 bombardier, who had a good record of performance 
during his first eight combat missions. On his ninth mission, 
while approaching the target, his plane had been caught in 
prop-wash and thrown into a dive. The patient was thrown 
against the bomb sight, sustaining an injury to the left anterior 
chest wall. The plane fell for a long time before the pilot luckily 
managed to obtain control and pull out of the dive. The patient 
had much pain in the chest and was coughing up blood; never- 
theless, when the pilot got back into formation and continued 
on over the target, he was able to drop his bombs successfully. 
On returning to the field, he was seen by his Flight Surgeon, 
who sent him to a hospital. He remained there for over four 
weeks, during which time his cough and hemoptysis cleared up. 
He was then discharged back to full duty. 

It was on his return to flying duty after this hospitalization 
that the symptoms of fainting appeared. The patient stated that 
he had no foreknowledge of impending syncope. He remembered 
feeling cold and sleepy, and the next ffiing he knew he would 
awaken to find himself leaning on the bomb sight. Other mem- 
bers of the crew, who had been trying to communicate with him 
over the interphone, were aware that something was amiss. In 
order to investigate the situation, his Flight Surgeon took him 
up for a check ride. He noticed on this occasion that the patient 
became pale, breathed rapidly and had a rapid pulse when a 
height of 10,000 feet was reached, and that shortly thereafter he 
fainted. The Flight Surgeon assumed that the cause of the faint- 
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ing was anoxia and administered artificial respiration. On re- 
turning from this flight, the Flight Surgeon referred the patient 
for disposition with a diagnosis of organic injury, and fainting 
due to anoxia. 

This diagnosis appeared manifestly unjustified and it was 
considered that the patient was more probably suffering from 
a hyperventilation syndrome with an anxiety background, since 
anoxia after a few minutes at an altitude of 10,000 feet would be 
rare indeed. It was accordingly determined to investigate possible 
sources of anxiety leading to hyperventilation. From the begin- 
ning, the patient denied having any conscious anxiety or fear. 
Although he did not directly show hostility when told that his 
troubles might be due to fear, he constandy rejected this idea, 
laughing and joking at such a possibility. He stated that he had 
never been afraid of anything. He described himself as one of the 
best bombardiers in his outfit, and talked about his activities 
in combat with a great deal of pride and jocularity. He attempted 
to produce the impression of the typical carefree, aggressive 
combat crew member. There was something about his attitude, 
however, which was not wholly convincilig. The effect was 
theatrical and overplayed. He spoke of the tremendous impor- 
tance of the work of a Tactical Air Force and persistently de- 
manded to be returned to combat flying, only asHng that he be 
assigned to an organization which would not fly above 9,000 feet. 
Although he was repeatedly told that such an assignment was 
not practicable since there were no organizations which always 
flew at low altitudes, he continued to demand such work in a 
rather childish fashion, 

Because it was impossible to estayjfeh any insight into his 
underlying anxieties in psychotherapeutic interviews, a pentothal 
intearview was tindertaken overseas. He w^ told that he was 
in his plane with his crew going to the target. He then related 
in the present tense the story of this mission, describing the 
way the plane got into the prop-wash, the dive and the con- 
tinuation on to the target. He sp)oke to various members of 
h^ crew as if actually going through the misBion; however, his 
attitude was completely unemotional and calm and he showed 
no anxiety whatsoever. On one occasion, however, when told 
that he was going on another mission^, he made the foUpwing 
remarks; “It’s all r%ht, fellows, k^p bn gbing-r-don’t turp back 
on my account. I know i; won’t ]j^ ff you go ^ 
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make it — ^but I don’t want you to turn back for me — ^it’s no 
good to be a straggler.” These remarks were delivered in a 
similar unemotional tone of voice. Shortly after making these 
remarks, he awoke and looked about in a dazed fashion, asking 
where he had- been. The pentothal interview was reviewed with 
him and he was asked what could be the significance of his re- 
marks about not turning back for his sake. He stated that he 
could not understand what he might have meant by these 
remarks and appeared to think that the whole thing was rather 
foolish. It was obvious that the pentothal treatment had failed 
to elicit any actual anxiety, although his statements about not 
turning back for his sake appeared to indicate a deep conviction 
that he would die on a combat mission. Inasmuch as no anxiety 
could be realized either in interviews or imder pentothal, it 
was decided to accompany the patient on a flight in order to 
observe his actual reactions in the air. Accordingly the therapist 
went with the patient oil a practice flight in a B-25. On the way 
up to the field, patient showed more than his usual amount of 
jocularity and aggressive humor. The theatrical aspect of his 
personality was particularly apparent. On several occasions he 
commented on the possibility of distant unidentified planes in 
the neighborhood turning out to be German fighter aircraft; 
although he joked about this, the joke was unrealistic, since 
German aircraft had never penetrat^ to this area. In the plane 
the patient appeared to be in good humor zmd cheerful. He got 
into the copilot’-s seat in order to help the pilot take off, since 
there was to be no actual copilot. His talkativeness at this time, 
more than ever, gave the impression of a fiightened individual 
whistling past the graveyard. When the plane neared an altitude 
of 9,000 feet, the patient came into the section of the plane 
behind the pilot’s compartment, where further knowledge of the 
altitude was kept from him. The pilot had been previously 
instructed to fly about for some time before ascending to 10,000 
feet. Just before actually reaching this altitude, the patient b^ain 
to tremble, liis face then appeared to be pale and drawn. His 
respirations began to inorease and die tremor sloiyly spread until 
it involved his entire body. The patient stated that he did not 
feel scared but that he was sleepy, and he actually shut his eyes 
for long xnmnenis. He was forqibly instructed to breathe slowly 
and de^ly, andy although the altitude was maintained for 
ififtefeii indQttte^ h® did not fmnt. The, pilot was then instructed 
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to descend. At 8,500 feet the patient suddenly looked alert, his 
tremor ceased and he stated that he felt good. He was then 
allowed back into the copilot’s seat, where he carried on the 
ordinary duties and appeared to be cheerful and jocular. 

In subsequent interviews it was pointed out to the patient 
that the tremor he exhibited in the air was very si m itar to the 
tremor of nervousness. He admitted then that his nerves might 
have been somewhat affected by his injury and subsequent 
illness, but strongly denied that this reaction had anything to 
do with fear or anxiety. He took the attitude that the therapist, 
if the latter wanted to, had a right to think that he was scared 
but that he, the patient, could never be convinced that this was 
the source of his trouble. Since it was manifestly impossible to 
establish any insight in a patient with such strong resistance and 
so much organic fixation, it was felt that the best method of 
procedure would be to have the patient return to combat and 
to ask his Flight Surgeon to observe him carefully for signs of 
anxiety and to work out the anxiety with him on the spot. The 
patient was tharefore returned to duty with a letter of instruction 
to his Flight Surgeon. After this, the patient made one more 
mission- On this occasion, he carried out his duties efficiently 
over a very rough target. He did not faint but returned firom the 
mission completely exhausted and covered with perspiration. 
The Flight Sui^eon again became alarmed in case the exhaustion 
might be due to organic pulmonary injury and referred the 
patient to a hospital. In the hospital a physical examination was 
n^ative, but an electrocardiogram showed a slight deviation 
fiom “normal.” This was interpreted by the chief of the medical 
section as significant and abnormal, representing recent posterior 
wall dzunage of the heart. The patient was told that he had 
suffered a contusion of the heart and should not be returned to 
flying duty until six months firom the date of the injury, because 
he needed r^. The patient was then discharged and referred 
bade for medical disposition. He greeted the therapist on his 
return with the statement that he guessed thare w^ something 
wrong with h i m after all, because the doctor in the hospital had 
found it. He was more cheerful than ever, although somewhat 
mOTe calm and less talkative than when first seen. Because there 
was now so much organic fixation, psychotherapy did not appear 
likely to be successful and it was determined to return the patient' 
to the United States for further observation and treatment. 
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On his return to the United States this bombardier under- 
went an iuteresting change in symptoms. When he arrived home 
he felt nervous and increzisingly depressed, in startling contrast 
with the good spirits he showed on leaving the theater of oper- 
ations. He enjoyed being with his wife and 7 month old boy, but 
not to the extent that he had anticipated. Since hb nervousness 
increased during his leave at home, he was referred from the 
Redistribution Station in Adantic City to the Don Cesar Con- 
valescent Hospital for treatment. On admission he appeared to 
be pale, tense, restiess and depressed. His manner was still some- 
what aggressive and he complained of anxiety dreams of f alling 
in an airplane. He stated at once that he had not realized that he 
was nervous overseas, but that the doctor had seen it and he was 
certainly right about it. Neither his anxiety nor his depression 
had a definite content. He did not know why he felt nervous, 
and in relation to his depression he could state only that he did 
not feel that he had done his job overseas. Because of the change 
in the clinical picture, it was decided to give a pentothal treat- 
ment immediately. The patient agreed to this, saying that he 
wanted to know whether his symptoms w^e due to his heart 
injury or to a “mental condition,” and that he wanted to get to 
feel like he did before he went overseas. 

After 4 cc. of pentothal had been injected, he was told that 
he was on a mission and he began to talk. “Going up to North 
Itzily . . . have to take evasive action — flak and fighters around 
— ^plenty of evasive action — ^got to have it. Well, the plane sud- 
denly shook, puUed up back of three other ships, rolled over on 
its back, . . . falling down . . . down . . . down . . . down 
. . . down we fell, falling down . . . falling down, fast, faster 
. . , faster . . . faster. I didn’t expect it. We came out of it, 
but I was hurt — my chest h\irt bad — ^my head was hurting — I 
was scared. Me scared ! I didn’t think I’d ever be scared — didn’t 
think any man could scare me. I felt our cause was much bigger. 
Pilot wanted to go back, but I wouldn’t let him. We had a job 
to do. Boys . . . our boys were having trouble on the ground — 
our boys, our infantry — we had to go. Every bomb had to cotmt. 
If we turned back, they wouldn’t coimt. We dropped them — hit 
the target — smiackeroo! Banzai!! Chest was hurting, spitting 
blood — didn’t like the sight of blood.” 

At this point the patient opaaed his eyes and looked about 
in a confused, dazed manna-. He rapidly oriented himself, how- 
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ever, and asked how long ago he had been given the iiyection. 
He was then asked to talk about his next mission. He said that 
he was tense and afraid he would mess up, not do his job right. 
The poor guys on the groimd were taking a beating. “When you 
go over, you’ve got to hit them. I knew too much about my 
work — studied hard — ^knew too much about it to let it go to 
waste. Army spent a lot of money on me. I do not feel I have 
given my all. I ought to be in the air either doing a job or 
teac hing a job. I feel guilty; with the training I have received, 
I have an obligation. Always have a foolish idea in my head, if 
you want something you have to work for it. Dad liked the easy 
way out. I was disappointed in him. He was weak. When he had 
a problem, he would drink instead of solving the problem intelli- 
gently. Grandfather always told me anything worth while you 
have got to work for it, — you have to suffer a while. Grandfa&er 
was a doctor, finest in the world. He didn’t like dad. We have 
a problem, family and responsibility . . . instead, he would 
drink. I had to accept responsibility of being a father to my 
15 year old brother. I knew he was at the age where he needed a 
father’s companionship. That’s the way I felt when I was his 
age. He wants me to come home. My other brother is like me. 
He accepts responsibility. We take care of our mother. I wanted 
a father to talk to when I was young. My father is a good man — 
just drinks too much. When I married, I borrowed money . . . 
started off in a hole. I thought that would stimulate me to get 
ahead. Married two years and have a happy family. I’ve prid 
crff all my debts, . . . couple thousand in the bank. Frankly, 
I’m disappointed in myself- Im sdiool they told me I couldn’t 
work at night and keep up my grades, but I did it. I earned 
money and got throu^ sdiool. Why is it the othrirs completed 
fifty missions and I could only do eleven missions? I want to fly. 
You ought to see the citations I have from various officers 
overseas. Why, I’m not as good as they really say I am. Before 
I went over they wanted me to stay home sis an instructor, but I 
wanted to go ova:seas. Guess I should have stayed. You have 
to fly to teach a bombardier, . . . can’t teach it on the ground. 
Doc, I feel a lot better talking to you — tope it will help, to get 
me to feel my old self again.” : 

It can be seen that considerable material o£ great inqportance 
was elicited during thfe intferriew in contrast •vrith the sc^caty 
of materisi in the first pOntoth^; performed dversfcass. The 
patient’s anxiety and fedin^ a>nnected with Ins fall ih.the plane 
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were dramatically brought out with great emotional effect. In 
addition, pertinent psychological factors relating to his feelings 
toward his father were disclosed. In the next interview the 
material brought out was reviewed with the patient. He had no 
memory of describing the actual mission and his fall in the plane, 
and in his customary fashion half-way denied having a fear of 
falling. He stated that he roight feel uneasy in a plane and that 
this might be coimected with falling, but that he couldn’t really 
say that he was afraid. However, we went on to elaborate on the 
material concerning his father. He stated that he had always 
been lonesome for a father when he was yoimg. He had, in 
addition, been in adolescence a “spoiled brat” with no sense of 
responsibility. He had always tried to get what he wanted the 
easiest way. Then one day his grandfather had had a serious talk 
with him. His grandfather told him that he was growing up to 
be just like his father and that he would have to change and 
learn how to take responsibility. His grandfather was a very well 
known and successful doctor, who had never liked the father. 
The grandfather had suggested that the patient earn his own 
living and learn how to be independent of his family, saying that 
the only way really to achieve what he wanted was to work hard 
for it. After this conversation the patient, according to his own 
account, had actually undergone a change in personality. He 
was in high school at the time and he obtained a position work- 
ing at night and lived on his own income. From that time on, 
he reject^ his father completely and took as his ideal the goal 
his grandfather had given him. 

The patient weis then asked if he knew why he felt so de- 
pressed. He answered that he felt it was probably because he had 
failed to complete his job overseas. He was then asked if possibly 
he did not also fed bad becaiase his behavior had been evasive 
and he had escaped facing his responsibilities in the same way 
^ his father escap^ amilar responsibilities. He said, “No, I 
don’t drink.” He was told that his way of escaping was not 
through drinking but thrcHigh failing to face his real feelings. 
He was ffien reminded that ovaseas he had failed to face up to 
his own anxiety and fear of flying. He amwered that he did not 
know at that .time that he was afraid. He was asked if he knew 
it now, and he said that he was not sure^ 

I 1 ' At the next intervieWj the patient stated that he had made 
tip his rnind that he was going to make an attempt to return to 
flyiiig and that he fdt much less depressed. He was asked if he 
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had thought about the comparison between his own behavior 
and his father’s. He admitted that perhaps there was something 
in it and that he was now trying to recognize what was wrong 
with him. He asked whether the therapist thought he should 
return to flying and was told that no definite answer could be 
given at the present time. 

During the next few interviews the patient showed a pro- 
gressive improvement. He became less tense and the depression 
disappeared altogether. He continued, however, to have diffi- 
culty in regard to his anxiety about flying and constaintly 
vacillated between a desire to get away from planes and his 
feeling of obligation to the Air Forces. It was still only with the 
greatest difficulty that he could be brought to describe his reac- 
tions to planes and for a long time he remained markedly 
evasive. He kept saying, for instance, that he thought he would 
get over his uneasiness in planes by repeatedly exposing himself 
to flights, and denied that he actually had any definite fear. 
Because of his continued difficulty in clearly recognizing the source 
of his anxiety, it was determined to give him another pentothal 
treatment. 

After 5 cc. of pentothal had been injected intravenously, he 
was asked if he would accompany the interviewer on a flight. 
He said, “No, I won’t go — I won’t fly — I don’t have to go — ^I’ve 
been grounded.” His attitude in this conversation was petulant, 
like that of a naughty boy. When he was told that he would have 
to fly, he said, “I can’t — ^planes aren’t safe . . . they kill you — 
they get into prop-wash, then they fall down— down — down. It 
tears at your face, it throws your head back tmd twists your 
nedc — ^it hurts you. I can’t do it,” and with this he began to 
tremble and to move about with considerable anxiety and 
tension. He was then not stimulated for several minutes, at the 
end oi which time he began to talk spontaneously. He was 
apparently talking to his 7 month old son. “Tommy, don’t 
worry — ^I won’t leave you — I’ll be back-^I won’t go fly-^you 
don’t need to worry— I’ll be back.” A few minutes later- he awoke 
spontaneously and looked about the nx)m in a dazed fashion. 
He had no recollection whatsoever of what he had been saying 
while asleep, and, when the materkl Was reviewed with him', 
he began to express astonishment that he had spoken of fallintg 
with so much anxiety. He could not account for his statement 
in r^ard to his son Tommy. , 
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When seen next; the patient admitted, with a degree of frank- 
ness and realism which he had never before exhibited, that he 
guessed he must really be very scared of flying. He said, “I know it 
now, but I didn’t know it before. I know I’m scared of falling in 
an airplane. I guess I have been trying to fool myself about a lot 
of things. I am really worried about a lot of things and I don’t 
like to admit it.” He went on to say that he was very much 
concerned about his future work in the army and after he got 
out of service, and that he didn’t have the confidence in himself 
that he once had. He was then told that his confidence and 
general feeling of security had been shattered by his flying ex- 
periences when he had the fall and injury, and that this was only 
natural, but that he would get over it. He was told that he could 
never really get better as long as he woiild not recognize how he 
really felt, but that, now that he knew what was the matter 
with him, he would start on the road to recovery. He then asked 
again whether he should try to return to flying and said that 
he hoped he would be allowed to conquer his fear. 

The answer to this question is intricately involved with an 
evaluation of the total problem in this case. It can at once be 
seen that this is a problem of marked anxiety, at first physically 
bound in an immature and somewhat dependent individual. 
The patient’s maturity, achieved through identification with his 
grandfather and based on a rejection of his own father, was at 
best tenuous. It did not appear to represent an actual maturity 
but rather an imitation of maturity. The attempt to achieve an 
ego-ideal by imitation, rather than through a real identification, 
was characteristic of this man. It was the essence of his behavior 
as a combat crew member, which was characterized by evasive 
aggressiveness, jocularity and sangfroid. These reactions, actually 
felt by some combat crew members, wore only imitated by the 
patient while in combat to cover up his actual ftight — ^the 
whistling in the dark technique. After he had received an over- 
whelming flight during his fall in the plane, he was able to 
ignore his actual anxiety by virtue of a conversion symptom 
based upon the original organic injury; in this he was much 
supported by medical personnel. As long as he could feel that 
his difficulties were due to an orgsmic injury, he did not have to 
accept his anxiety or take responsibility for his failure; thus he 
^perienced no anxiety and no depression while overseas. On his 
return, however, he lost the protection of an organic illness. He 
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had been told that any injviry his heart might have received would 
clear up after several months. It was no longer possible for him 
to hide his difficulties under the guise of heart trouble. He there- 
fore was brought directly face to face with the possibility of a 
return to flying after a period of rest at home, and, now that 
he had lost the protection of his organic fllness, the anxiety 
emerged. With the appearance of anxiety came depression, based 
on the realization of the true situation and the loss of face entailed 
by his failure both to carry out his job and to live up to his 
ideals. When, under treatment, he begzm actually to deal with 
his anxiety and to think of returning to flying, he was able to 
recover from his depression. In this he was aided by the therapist, 
who constantly encouraged him to face his anxiety and to deal 
realistically with the problem. From the therapeutic point of 
view, however, it was necessary to decide whether it was possible 
for this individual to return to flying duty. In view of his fragile 
maturity, his long-standing insecurity and the actual psycho- 
logical trauma incurred during his fall, it was considered that a 
return to a flying assignment at this time would not be wise. 
When this decision was aimounced to the patient, he immedi- 
ately reacted with considerable protest. Although he had previ- 
ously shown considerable indecision on this matter, he now stated 
that he should be allowed to return to flying and attempt to lick 
his fear. He was told that this would he a good long range aim, 
but that for the present he had to go back to ground duties. 
Thu^ responsibility for the decision not to fly was assumed by 
the therapist rather than by the patient, and in this way the 
patient’s pride was not damaged and the resentment which 
he formerly felt toward himself because of his weakness was 
now projected to the therapist. This resentment, however, Wcts 
only superficial. Actually the patient felt greatly relieved and 
grateful, and at the time of his discharge to ground duty had 
recovered firom all his symptoms. 


The dynamic basis of this pafientis difficulties is clearly 
outlined in the case material. Herein lies an interesting phe- 
nomenon, and one by which we were forcibly struck when ob- 
serving the difference between war neuroses seen overseas 
and the same conditions seen aftar a patient’s return to tiro 
United States. After his return to the United States^ the pedtem of 
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behavior resulting from stress becomes definitely linked to the soldier^s 
precombat persorudity and his previous habitual manner of solving other 
conflicts. The connecting links are exposed. The links obviously, are 
present while the patient is overseas, but they can only rarely 
be exposed and clearly seen either by the psychotherapist or 
by the patient. Both are forced to deal too iatunately vdth the 
derivative but grim present situation. For example, this patient’s 
evasiveness toward his anxiety was the chief object of psycho- 
therapy overseas, and, during the time that he had to cling to 
it so desperately, its origin in his father’s and his own early 
conduct could not be brought out. Only on his return, home, 
when the pressure was off and a different set of forces began to 
operate, could these links be established. In the material which 
be presented in the following chapters, this phenomenon 
will be elaborated and an attempt will be made to segregate the 
imderlying patterns of behavior into various groupings. 



CHAPTER 9 


The Syndrome of ^'^Operational Fatigue'^ {War Neuroses) 

in Returnees 


Operational fatigue is the euphemism by which war neuroses 
are designated in the Army Air Forces. This term was not in- 
vented by psychiatrists but is a combat edition of the old diag- 
nosis, “flying fatigue,” used in peacetime aviation medicine. 
Both terms are temporary expedients to hide the neurotic nature 
of the illness to which they are usuziUy applied — ^temporary be- 
cause they are abandoned when the condition necessitates sepa- 
ration from the service. Unlike the diagnosis of neurosis, which 
is prejudicial, this di^nosis permits the grounding of a man and 
his subsequent return to flying status. 

Murray (45) att^pts to differentiate “operational fatigue” 
from psychoneurosis on the basis that the latter denotes symp- 
toms which are derived from imconsdous conflicts arising in early 
childhood. On the other hand, he believes that “operational 
fatigue,” at least in the early stages, is basically dependent on 
recent situations and has not yet become irreversibly bound to 
earlier unresolved conflicts. As we shall see later, this theoretical 
difference is not substantiated by careful analysis of patients who 
have returned to this coimtry, and is only apparently applicable 
to the syndromes observed overseas (25). 

Strictly speaking, there are fatigue states as a result both of 
long-continued nonoperational flying and of combat. Physical 
and psychological factors contribute to their etiology by Qon- 
stricting the ego’s span and reducing its capacity to deal with 
anxiety. These syndromes are manifested by irritability, sleep- 
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lessness, loss of energy, loss of weight, mild gastrointestinal symp- 
toms, headaches and mild subjective anxiety. Just as physical 
and emotional factors contribute to the production of fatigue 
states, so the. resultant syndromes include both physical and 
emotional disturbances. They are reversible in the early stages 
by means of rest, diversion, good food, favorable living con- 
ditions, and relief from physical and emotional stress and 
monotony. For this purpose, rest camps are effective institutions. 
However, if a few days of such treatment result in little improve- 
ment, the condition has been erroneously diagnosed or has 
passed beyond the stage of spontaneous reversibility. The general 
use of the term “exhaustion” as a substitute for nemrosis is 
clinically erroneous and facilitates fixation to neurasthenic-like 
symptoms. 

“Operational fatigue” and other terms have been loosely 
used to cover a wide variety of reactions occurring in men en- 
gaged in combat flying, including the neuroses. They place the 
etiological emphasis on occupation and environment, thus 
having an advantage for officers who would much rather hear 
that their men have “operational fatigue” than that they have 
anxiety states. All the conditions described imder the term of 
“operational fatigue” can best be defined as showing definite 
physical, mental and emotional symptoms, which develop in 
normal and predisposed subjects undergoing the stress of oper- 
ational flying. In the previously normal individual it may be 
considered as an occupational disturbance, whereas in the pre- 
disposed or neurotic individual operational flying acts as a 
trigger mechanism in activating a previously dormzint neurosis. 
This situation is entirely analogous to the precipitating incidents 
of traumatic neuroses in civilian life. 

There is no question in the minds of those suffering from 
“operational fatigue” that they have nervous states, nor are the 
doctors and administrative personnel who are in contact with 
the afflicted in doubt as to the nature of the problem. But the 
euphemism has resulted in semantic confusion, because the word 
“fatigue” implies that rest is obviously the treatment of choice, 
when, as a matter of fact, rest is only suitable for true fatigue. 
Overseas and in this coimtry it has required considerable time 
to overcome this semantic error, but gradually convalescent 
hospitals have supplanted rest camps. Emotional exhaustion 
certainly plays an important part in the development of many 
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war neuroses overseas by virtue of its effect in depleting the 
powers of the ego to master anxiety. Its treatment is prophylactic, 
but, once anxiety has gained the ascendancy, neurosis is indeed 
present and must be treated not by rest but by activity and 
rational psychotherapy. 

States of “operational fatigue” overseas were variably classi- 
fied into syndromes on the basis of stages in the development of 
anxiety or according to the techniques by which the individual 
protected himself from consciousness of this emotion. In investi- 
gating this syndrome in returnees, there has been a temptation 
to attempt a classification into syndromes sircular to clinical 
categories of civilian peacetime neuroses. The great variety of 
symptoms and their possible permutations smd the multiple 
dynamic trends existing in a single patient soon made it apparent 
that syndromes were impossible to delineate if we were to view 
the clinical facts with any degree of accuracy. The following are 
the most frequent symptoms with which our. patients enter the 
hospital, in the order of frequency: 

Restlessness 

Irritability and aggressive behavior 

Fatigue on arising and lethargy 

Difficulty in falling asleep 

Subjective anxiety 

Easy fatigue 

Startle reaction 

Feeling of tension 

Depression 

Personality changes and memory disturbances 

Tremor and evidences of sympathetic overactivity 

Difficulty in concenttrating and mental confusion 

Increased alcoholism 

Preoccupation with ojmbat experiences 

Decreased appetite 

Nightmares and battle dreams 

I^chosomatic symptoms 

Irrational fears (phobias) 

Suspiciousness 

This list contains the most frequent symptoms but is not all- 
inclusive. These symptoms are present in every possible cpm- 
binatimi tmd to every qu^titative d^prec. It may be poticed at 
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once that they are both subjective and objective, and that among 
the latter type ajre, for the most part, evidences of excessive or 
deficient sympathetic activity. 

In our subsequent discussions, we shall make it dear that 
there is rarely a single psychological trend manifested in zmy 
large group of patients, but rather there are mixtures of several 
trends. All the disturbances are regressive in a psychological 
sense, in that the individual no longer has a mature and adult 
capadty to discriminate reality and adapt to his environment, but 
uses infantile reactions or “lower level” visceral techniques, 
which bring him into new conflicts causing anxiety or produce 
crippling physical symptoms. Neverthdess, for the purpose of 
description, and darification of the psychodynamics, we may 
divide the patients into the following groups, each of which is 
described in a subsequent chapter: 

1. Passive-dependent states (chapter 10). . 

2. Psychosomatic states (chapter 11). 

3. Guilt and depression (chapter 12). 

4. Aggressive and hostile reactions (chapter 13). 

5. Psychotic-like states (chapter 14). 

When the medical examinations for returnees, mentioned in 
chapter 8, were first devdoped at redistribution stations and 
convalescent hospitals, division of patients into several categories 
according to the severity of their difficulties was considered 
fesisible and wise. It was decided that certain minimal symptoms, 
as evidenced by mild degrees of the various complaints and 
symptoms listed above, could be considered as normal. The 
effects of combat and overseas life are universal in producing 
mild manifestations of anxiety in almost everybody. The majority 
of those symptoms decrease and gradually disappear with time. 
Such terms as uncoiling, imwindii^, decompression and cooling 
off are generally applicable and are indicative of the natural and 
universal course toward recovoy. Men suffering from such 
minima.] symptoms are referred to duty zmd are expected to 
function nonnaily after the several weeks’ interval necessary for 
integration ihto tiieir new organizations, although many relapse 
or become worse on meeting new frustrations. 

The seoond category originally established was labeled 
“xndld,’’ because the: above symptoms were all of mild severity, 
although tb^ did not rapidly rraolve, as would be expected if 
tiwty were tbte’tisrM dt average reactioiM. Many of these men were 
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sent to convalescent centers for physical activities and to partake 
in a health-building program coincident with retraining, but 
with no provision for special psychiatric therapy. After a time it 
was recognized that this treatment did not suffice for aU. and 
that some of these individuals needed care of a more specialized 
and medical nature. 

The third category included those with severe symptoms who 
showed no evidences of getting better, often becoming worse, and 
whose clinical disturbance was such that they could not be 
expected to be made fit for duty or to be improved by physical 
measures alone. These severe cases were considered to be . in 
need of definitive psychiatric treatment. Remaining the same, 
becoming worse or even first becoming ill after return to the 
United States, these patients demonstrate that relief from combat 
is not the cure for war neuroses, since these neuroses are not 
transient reactions but may even crystallize into permanent 
neurotic patterns if not adequately treated. , 

It became the responsibility of the medical officers in the 
processing lines of the redistribution stations to sort out the 
returned combat soldiers with nervous reactions into three 
categories of severity: minimal, mild and severe. At the Don 
Cesar Convalescent Hospital, designated to receive cases of 
“operational fatigue,” it was soon discovered that it was hnpos- 
able in a cursory examination to detect with any degree of 
accuracy the quantitative differences in reaction implied in 
these various categories. Many who came to the hospital with a 
diagnosis of “mild” turned out to be among the sickest patients. 
Others, who at first glance seemed to be very sick, recovered 
quickly and could be sent back to duty within a short time. From 
our experiences it be«une obvious tlxat only two classifications 
can be made: (1) the normal and expected reaction, which 
recedes without therapy, and (2) the pathological state, requir- 
ing more or less definitive psychiatric treatment. 

The firequency with which states of “operational fatigue” 
occur overseas is difficult to ascertain. A profusion of diagnostic 
terms and variom confused interpretations as to which neurotic 
reactions are caused by wax and which are due to old psycho- 
neuroses make each psychiatrist’s classification individual and 
not comparable. Everyone seems to be struggling, with terminol- 
ogy and dassification, which indicates a nondynamic apjaroach 
to the problem. The question is never: Is this patient suffering 
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from a psychoneurosis or a war neurosis? It is: How much did 
his previous personality and how much did the stress he ex- 
perienced contribute to his reaction? 

The number of cases of “operational fatigue” sufficiently 
severe to necessitate groimding overseas is not large. A much 
higher rate would be indicated if the diagnoses of all severities 
were included, especially those of patients who continue to func- 
tion in combat and receive treatment only on returning home 
after completing their tour of duty. The low rate of grounding as 
compared with that of other diseases is, of course, due to the fact 
that mUd somatic disease incapacitates men from flying, whereas 
mild neuroses do not. There is a definite relationship between 
“operational fatigue” and the type of plane, but none between 
it and the number of sorties or the number of casualties in the 
group. 

Our figures indicate a higher percentage of neurotic reac- 
tions in fliers as compared with ground crews, and also the fact 
that the syndrome is three times as frequent in enlisted men as in 
officers. The small percentage ultimately sent to a hospital indi- 
cates the large number of patients suffering from mild neurotic 
states that recede spontaneously. 

Among enlisted and officer flying personnel, those who have 
the least amount of continuous work to do throughout the mission 
and hence less opportunity to release tension, are the most 
susceptible to accumulations of anxiety. Fighter pilots are least 
frequently aficcted. The frequency with which “operational 
fatigue” occurs is, according to occupation in the combat crew, 
in the order listed below: 

1. Radio gumer 

2. Gunner 

3. Engineer gunner 

4. Bombardier navigator 

5. Bombardier 

6. Navigator 

7. Pilot (bomber) 

8. Pilot (fighter) 

With the help of Willeftnan, Barrell and Zucker we sub- 
jected patients, approximately 300 officers and 200 enlisted men, 
to detailed psychological interviews and questionnaires. We were 
interest^ in the relationship between predisposition and stress 
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and the correlation of these factors with the severity of the 
neurotic illness. The information elicited contained considerable 
detail as to what the soldier was like psychologically before 
combat, what experiences he went through in combat and what 
symptoms he developed as a result of combat. The specific 
questions need not be repeated here. 

Our studies demonstrated that no correlation could be deter- 
mined at this distance between the apparent severity of a soldier’s 
missions and the severity of his symptoms, since the sick soldier 
subjectively interpreted his combat experiences as severe and 
harrowing and no objective observations were avziilable to us. 
On the other hand, the sickest patients remembered their past 
psychological iUness and emotional disturbances -because their 
attention was more forcibly directed to these events. Another 
common fallacy is to interpret the symptoms exposed by the 
illness as its cause; they are the r^ult. 

There was a clear-cut correlation between previous person- 
ality trends and the type of neurosis. A soldier who before combat 
had compulsive thinking and rituals showed, after combat, com- 
pulsive preoccupation with his battle experiences. Men sub- 
ject to blue spells or depressive raoods reacted with depression 
to the loss of friends. Predisposition to severe neuroses was 
indicated more often than not by a low; precombat threshold 
of anxiety. Among the enlisted men, those of the older age group 
had more severe nemotic reactions. The degree of severity was 
iKxt correlated with the number of missions, their severity, the 
theater of operations (men from the Southwest Pacific had more 
physical symptoms), the gun position, the military occupation, 
length of time in the army or overseas or in combat, the living 
conditions, the recreational facilities or homesidmess. Men who 
had had precomlmt mi^t terrors, sleepwalking, bedwetting, 
faintii^, nail biting, stammering pr worrisome matters were no 
more seriously ill than those without these so-called Jiredis- 
positions (38). On the other hand, there was a significantly 
greater proportion of severdy ill soldim yyhp ^d been afraid 
of the dark in childhood, or who had been d^mrbed by minor 
firustrations m civilian life. There were more whP had had a 
knient family disdpKne among the mild Cases than amerng those 
who weSre more seriously iS. / ; ; ' 

. Of the cases! asdmitt^ to. the hcs^ital -SM}.! pdC-eeht’ 
casualties but casuds, recogni^ Seeding 
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they retiimed to the United States from a full tour of combat 
duty. Further evidence of this is gathered from the sources of 
our patients. This fact, discussed further in chapter 15, is of 
far reaching significance, indicating the number of men who 


will require treatment for neuroses precipitated by 
after they have left the scene of battle. 

war long 

Source 

OF Patients 



Officers Enlisted Men 


per cent 

per cent 

Redistribution stations 

81.7 

84.8 

Continental commands 

11.6 

11.4 

General hospitals 

3.8 

2.9 

Port of debarkation 

2.9. 

0.9 


A large number of patients who are processed medically at 
redistribution stations have the capacity to keep themselvra 
under control while being examined. Unwilling to be diag^aosed 
as cases of “operational fatigue” and fearing hospitalization, they 
make a valiant effort to hide their symptoms from the medical 
officer. Often they are successful and are only discovered after 
being sent back to duty. They are eventually referred to the 
hospital w;hen the Flight Surgeon of a Continental command 
discovers the unsuppressed signs of neuroses. The medical offi- 
cers at the redistribution stations are not easily fooled, so that 
many soldiers are sent to the hospital still weU in control of 
their symptoms, and it, becomes our problem to establish the 
correct diagnosis. In some patients time alone reduces their 
control .and after a few days they expose their suppressed 
symptomatology. Others are exposed after psychiatric inter- 
views or a session with pentothal. Some turn out to be normal 
md not in need of therapy. The following case demonstrates a 
patient who was sent to us unnecessarily because he was thought 
to be holding his. symptoms under control. It was found that 
he was not in need of prolonged treatment. 

Case 20: Diagnostic pentothal interview, revealing a normal reaction 
not requiring therapy. 

An aerial gunner completed his tour of duty in the Indian 
Theater of Operations. He stated that he did not want to fly any 
tfiefre ihiIarr he qpifld get in a crew with his old pilot, because he 
in- tbesa '“new cheap guys.” He was a me- 
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chanic and requested work on the line. On his twenty-fifth 
mission two of the planes in his squadron crashed on the take-off 
and burned, killii^ aE the occupants. From that time on he had 
always been frightened on take-off, but completely confident 
while in the iiir. Under pentothal no new data were elicited 
except that he clearly stated that he knew accidents could happen 
and people would get killed, although he had felt that this could 
never happen to him. After witnessing these crashes he felt: 
“Yes, it can happen to me.” Thus, one of his protective devices 
against anxiety was lost and for the first time he experienced the 
strange and new sensations of anxiety. 


Actually this man did not have a neurosis. There was no 
lasting nor crippling alteration of his ego, which had lost its 
feeling of magical omnipotence and only then developed one 
defensive and successful maneuver — ^to stay away hrom airplanes. 
There had been no spreading of the phobia. 

In contrast, the following pentothal interview was elicited 
from a patient who was rather uncommunicative, stating that 
there was nothing wrong with him and that he just wanted to 
get out of the army and go home to be with his wife. 

Case 21 : Dependence and dwstility exposed by a pentothal interview. 

After the induction of pentothal and the initial somnolent 
period, the patient promptly started to talk Spontaneously as 
follows: 

“I want out — the army is no good — ^let me out of this cage; 
they keep me barred up — I want to be with my wife and to go 
home to her every night and make a living for her. I want to 
stop sha kin g, the public don’t like it and I’m ashamed before 
people — ^I want to be out — ^I want to be alone. I don’t like 
ofScers, I’m scared. of them — I don’t want rigid rules — I don’t 
like officers, they scare me — they think of nothing but keepipg 
shoes shined and your bed made — I don’t want officers — -just 
meii like me. 

“Don’t jab me with that needle — I’m scared of needles — 
Oh! oh! my head, it just goes around and around — ^why won’t 
it stop? 

“The army ruined me, never did me any good— jugt like a 
j^ — ^let me out, I want out. I want to go away, I want to go 
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where people know me. I want to go somewhere where people 
do things. I want to be with my mother and father. I love them 
so much — ^they have done so much for me — I can’t repay them 
while in the army. I want my wife. I’m no good here — she gives 
me advice and tells me when I’m right and when I’m wrong. 
The army’s just second fiddle. I want to go home and have 
children. This is not living — this is just murder. They send you 
to die, for what? So somebody can make money. What good is 
the insuraince without me? — ^it won’t buy her happiness. She’s 
got to have me. The army is no good. Nothir^ but a bunch of 
skunks in the army. . . . 

“Oh, oh, oh! that pain, oh!” (great emotion) — ^“fighters at 
6 o’clock, they are coining in — ^no, they can’t hurt me, I’ve got 
to get back to my wife — I have got to shoot them down — got 
to get back to my wife — I promised her” (c alm ). . . . 

“My buddy wants to fly — ^he’s crazy, it’s death. To die is 
all right naturally, but to be sent out to die is murder. Those 
all-night practice missions with bombs — ^they don’t care, we’re 
just suckers. These officers are not worth their weight in gold. 
I’m scared. I’m scared of them — ^take them away — ^take them 
away. 

“Where am I? I want my wife — don’t let them take her 
away firom me — she’s all I live for, she consoles me when I’m 
hurt. She encourages me when officers are mean. Take them 
away. These bars are shiney, they hurt my eyes. Take those 
skunks away — I’m only a little fellow, take them away, just me 
and my wife. I want to be happy. I can’t be happy in the army. 
I’m always Worried, I’m worried to death, I’m getting old in 
the army — ^please let me out.” 


Under pentothal this surly, aggressive soldier exposed his 
extreme regression to a dependent and childish state. The 
diagnostic value of the drug was also demonstrated by the dis- 
closure that the soldier was still sensitive to the traumatic mem- 
ories of his combat experiences and that his evoked hostilities 
ware still displaced to ^e army authorities. 

Patients who enter the hospital are admitted to a special 
ward, where they remain for t^ee days and are studied care- 
fully. A cdmplete history is taken and a physical examination is 
made, iTylu diug a survey &a: tropical and exotic diseases. Dental 



218 


THE REACTIONS AFTER COMBAT 


examinations and laboratory studies are performed. Psycho- 
logical studies are routinely made, with special tests when 
necessary. The patient is also thoroughly indoctrinated into the 
hospital program and assigned to classroom and physical activ- 
ities in the (Convalescent Services Division. His military and 
civilian legal papers are put in order. 

After all the preliminary work has been completed, the final 
step is a brief psychiatric interview, which is summarized on his 
record. The patient is transferred to a particular ward and 
assigned to one of the ward officers, who is a general medical of- 
ficer specially trained by us in methods of treating war neuroses. 
If the patient presents a more difficult problem and needs special 
care, he is assigned to the psychiatric specialist on the ward. 
This psychiatrist sees all the patients, in consultation with ward 
officers, controlling and supervising their work. 

The regular wards are only used as dormitories, since the 
patients are busy the whole day with physical and mental 
activities and various aspects of occupational therapy. Therefore 
a special ward is reserved for the very iU. Here the care is almost 
entirely psychiatric, with specially trained nurses and experi- 
enced psychiatrists in attendance. Finally, we have a complete 
hospit^ ward for the treatment of medical and surgical com- 
plications, such as malaria or dysentery, necessitating bed care 
and nonpsychiatric therapy. This ward is under the charge of 
internists and surgeons. 

For the treatment of war neuroses, our principatl method has 
been described as an “uncovering technique” in contradistinc- 
tion to the therapy most successful close to the firont lines, which 
we have callal the “coverii^-up” method. Reassurance, per- 
suasion, forcing and various stimiilating processes are important 
and valuable for military purposes, since they are successful in 
returning many men to combat in spite of their anxiety states, 
if they receive such treatment in the early phases of their diffi- 
culties. However, these forms of therapy, used alone, are not 
rational, once a man has been evacuated to tire rear or has been 
retuined to the United Stat^’ Efforts to increase the strei^th of 
repressing forces may be necessary even thei^ when no otiier 
methods are avmlable because of lack of time or persomidl, and 
are excusable from the standpcrint of expediency only.. ; . , . 

We have darjopSitrated that the' symptomtafok^ pf war 
neuTEBes is monotonoiBly . repestitixs^* the. Wentic^ isyrnpiQtns 
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occurring in various permutations in almost all cases. Yet the 
underlying causes vary greatly and are as different as the per- 
sonalities and experiences of the individuals. It is our task to 
uncover the dynamic basis of the neurosis, not simply in order 
to make a diagnosis as to its type and severity but also for the 
purpose of treatment, because one “cannot fight an imseen 
enemy.” In most cases we find either an older conflict orig- 
inating in combat, or a new one stimulated by the return home. 
In each category the ancient and buiied conflicts of the indi- 
vidual’s early life will somehow be related to the current 
situation. 

Sometimes thorough psychiatric interviews and pentothal 
probing will reveal no conflict, no repressed anxiety nor mem- 
ories relating to a living problem. Even if an emotional problem 
is discovered in these patients, it does not correlate well with the 
intensity of the physical symptoms, which may persist after 
their emotional recovery.There does not seem to be an adequate 
emotional basis, either conscious or unconscious, for often severe 
subjective and objective symptoms. Furthermore, although no 
organic disease can be discovered medically, yet these patients 
suffer firom considerable somatic dysfunction. 

In one category aure patients who seem to suffer firom a 
chronic stimulation of the sympathetic nervous system. They 
perspire fireely, are, tremulous, restless and irritable, sleep poorly 
and look very sick. At times these Symptoms suddenly increase, 
especially in response to mild auditory or verbal stimuli, and the 
patients react as if they had received an injection of adrenalin. 
They pose problems concerning which we may only theorize, 
because as yet we have insufficient clinical or laboratory data 
firom which to draw final conclusions. 

Most of these patients have been through monotonously 
repetitive, almost daily exposures to death and destruction, 
sometimes with more harrowing specific experiaices. Day after 
day they have been cafled upon to wprk at high speed and to 
respoad at a superhuman pitch of perfcHrmance. Emergency 
psychological reactions of anxiety and physiological prepared- 
ness, with accelerated heart ' rate, sweating, breathlessness, 
muscle tefiseness and the accompanying metabolic alterations, 
have overlapped and become not episodic, but almost con- 
tinuous. Eventually the soldier is removed from the environment 
ofistfiess aiKi 'aft€«‘ a»time his subjective anxiety recedes. But the 
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physiological phenomena persist and now are maladaptive to a 
life of safety and security, and they become disagreeable symp- 
toms which reverberate psychologically to cause distress to the 
patient. They persist longer than the common “after discharge” 
of anxiety occurring after the danger has passed. It is as if the 
heightened physiological setting of the neuroendocrine sys- 
tem had become jelled and irreversible, activating peripheral 
and central nervous structures and smooth muscles continuously 
or excessively in response to minor stimuli (43). 

It is probable that this new setting is an expression of a 
metabolic and/or an endocrine activity. Although we can 
determine the frequency of this syndrome and its quzmtitative 
extent by objective methods, we do not have available or 
utUizable means of determining the specific glandular origin. 
Blood pressure and pulse rates are elevated and sometimes 
fluctuating. There is no albuminuria. Basal metabolism, choles- 
terol, glucose tolerance tests, are normal. The thyroid glands 
are usually firmer and larger than normal. There is a great need 
for research in finer clinical methods of objectively demon- 
strating such hypothetical functional endocrine changes and for 
discovery of methods of treatment, since at present our only 
therapy is rest, sedation and the passage of time. 

Another very small group of patients demonstrates an easy 
fatiguability. They have no ability for continuous mental con- 
centration or sustained physiczil activity. They are tired all the 
time and cannot get enough sleep; and these patients do not re- 
gain their weight on a high caloric diet. Many have a slow pulse, 
but there are few other abno r malities. These patients seem to show 
the reverse of the previously described clinical picture. It is as if 
they were physiologically exhausted; in fact they look “washed 
out,” often appearingten years oldor than their chronological ages. 
Is this a central, metabolic or' endocrine process? We have no 
answer but shriply indicate our clinical observations of a puzzling 
situation that requires elucidation by research of physiologists 
and biochemists. The following patient demonstrates this ex- 
hausted state. 

Case 22: Profound pJ^siological and p^chological depression. 

A B-25 engineer gunner served in the Southwest Pacific from 
a base in New Guinea^ for about eighteen months. On his 
thirtieth mission he was shot down in enemy • territory anH 
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experienced great difficulties in returning to his base through 
jungle and swamp and across rivers, while at the same time he 
and his crew were forced to evade the Japs and spend consider- 
able time in hiding. During the many days it took him to make 
his way back to base after his evasion of the Japs, he suffered 
no particular symptoms. However, on arriving safely at his 
airfield, he became shaky, sleepless, tired and depressed, and 
had many had dreams of being caught and overpowered by the 
Japs. There was a consistent decline in his appetite, so that he 
lost over 25 pounds in weight. 

In sessions of group psychotherapy with four other evadees, 
the patient was uncommunicative but not particularly upset 
by the narratives of the other soldiers. When it was his turn to 
recoimt his experiences, he did so in an almost inaudible voice 
with no great show of emotional reaction. He was therefore seen 
privately and given a pentothal interview, during which he 
recounted in detail tus harrowing experiences but without 
particular emotional reaction. Although his external appearance 
and attitude were depressed, he had lost no close friend and had 
no guilty feelings. 

Physical examination indicated no evidence of endocrine 
disturbance. His appezirance, however, was that of a completely 
exhausted person, although he had been out of combat for sev- 
eral months. His pulse rate at rest was normal. A blood glucose 
tolerance test showed a normal fasting blood sugar and a normal 
curve. Since there seemed to be no evidence of hyperinsulinism, 
he was given 10 units of insulin twenty minutes before each 
meal;, 50 mg. of thiamine hydrochloride hypodermically daily; 
a high caloric diet and feedings of 8 per cent ELaro syrup and 
fruit juice between meals. During this regime he gained about 
5 pounds, but as soon as it was interrupted he returned to his 
preceding weight. Gastrointestinal x-ray studies revealed no 
orgtinic nor functional disturbance. Blood smears -showed no 
evidence of active malaria. ■ 

. Tins patient gave no evidence of having a prolongation of a 
conflict (Mriginating in combat. He had lio obvious signs of fear 
or displaced anxiety and no evidence of a new conflict in relation 
to his return to the United States. He stiU had some dreams of 
combat, in which he flew ovor the target, but these did not 
awaken hirn. He- was restless, had difficulty in sleeping and in 
additipit to a marked loss of weight (25 pounds) there was con- 
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siderable ease of fatiguability. Dtiring his stay in the hospital, 
which lasted approximately three months, no improvement in his 
condition was discernible. 


This soldier apparently suffered from a metabolic dis- 
turbance which was initiated by his combat experiences and the 
attendant strain of prolonged anxiety. The source of this meta- 
bolic disturbance could not be attributed to a special organ with 
any degree of certainty. 

The patient had a stable personality and reacted normsiUy 
under the stress of combat. BBs especially harrowing experiences 
caused him no %reat difixculties uniU they were past, when he 
became anxious and sleepless. This is a frequent reaction to 
traumatic situations in mili tary and civilian life. The emergency 
evokes powerful reactions within the entire organism, especially 
in the vital sympathetic-endocrine system. Metabolic activities 
are speeded and the ego’is sensitivity to external stimuli reaches 
the point of alertness. The rapidity with which emergency vital 
mechanisms are set into action is well known, but the slowness of 
their decrement is not appreciated. Sympathetic hyperactivity 
seems to persist for long periods after the stimulus has passed. 
The weary ego, which has borne the brunt of excitation from 
the external stimulus to the point of ne£ir-exhaustion, must con- 
tinue to master stimuli arising from within the organism as an 
“after-discharge.” Furtharnore, during the crisis it functioned 
rapidly, with automatic discrimination and precision. It now 
perceives the dangerous meanir^ of the trauma, its recent 
catastroi^iic proximity to disioluticm, and reacts with subjective 
anxiety in retrospect. . ' 

Long-continued activation of the toiergency mechanisms, 
manifested by stimulation of the sympathetic nervous system and 
endocrine glands, may produce a lowered, irreversible phys- 
iological setting and even morpholcgical' alterations. In the type 
of case just described, the ^o also seems to have been function- 
ally depressed. ' GCntinually battered by external stimuli and 
internal reactions, which it must niaster or succumb to, die ego 
dev^3ps a state of numbness. The soldier goes throit^ his 
functiems like an automaton with little feeling. Eyen subsec^^ent 
catasirophfe esspanmees hardly impinge on his ednsdiotimOss; 
He walks through dai^^ impmtious to their signlficaneei Ti^ 
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dull and depressed behavior is not an active psychological 
defense of the ego against experiences that might hurt. While 
such active defenses occur in the patients under consideration, 
the ego is more like an inactivated zone or a dead air space 
which transmits nothing in either direction. These are the 
bleary-eyed soldiers with blank faces stumbling along the road 
back from the front. Most of them recover rapidly with phys- 
iological rest, but some, like our patient, seem incapable of 
renewed interest in or reactivity to their environments. Psy- 
chologically and physiologically all their functions are depressed 
to a lower level of activity. 

Further diagnostic information is elicited as the therapeutic 
process proceeds. Psychiatric diagnosis and psychotherapy pro- 
ceed hand in hand and are not separated stages. Therefore, the 
physician who treats the patient is also responsible for obtaining 
all the data with which he has to work, at the same time estab- 
lishing a trainsference relationship. Social workers or psycholo- 
gists are not used as separate ‘^history takers.” Rather, histories 
are obtained by free association with a minimum of interroga- 
tion, although recorded according to chronological form. The 
following material, among other data, is always obtained from 
the patient during the course of the doctor’s work with him: 

1. The presenting symptoms and their immediate pre- 
cipitating causes. 

2. The predisposing factors in the patient’s previous per- 
sonality and past experiences; his famili^, social and economic 
background. 

3. The quantity of stress on missions: flak, fighter attacks, 
accidents, crack-ups, bailing-out, evasion in enemy territory, etc. 

4. The psychological reactions to combat in various mis- 
sions during the operational tour; changes with time and stress. 

5. ‘ Disturbances in inteipersonal relationships within the 
group, including loss of officers, friends and buddies. 

6. The morale of the organization and that of the patient. 

7. The i^on-flying stress: living conditions, food, home 
worries, etc. 

8. The disturbances in interpersonal relationships on return 
to the United States; the disturbing experiences at home or on 
return to duty in a Continental command. 

9. The dynamic factors involved in the total clinical picture. 

.10, The res^nse to special forms of therapy. 
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Many of the details in the above categories have been elicited 
for purposes of statistical studies by special psychological ques- 
tionnaires. Many of the data concerning each patient are entered 
in a summary and are available for research studies. The rela- 
tionship of these factors to the development of various psycho- 
logical trends will be discussed in subsequent chapters. 



CHAPTER 10 


Passive-Dependent States 


Extremely passive and dependent trends are often found 
londerlying the many symptoms described in chapter 9. These 
qualities are easily detected in interviews through observation of 
the patient’s behavior, or ^e uncovered during abreactions 
tmder pentothal. The neurotic symptoms themselves are not 
specific and are only an indication of a state of anxiety caused 
not by the basic trends but by the fact that they are in conflict 
with other forces. The need to be loved, emotionally supported 
and cared for creates strong drives for satisfaction, which are 
usually frustrated because such great quantities of passive 
gratification are rarely attainable by an adult in real life. Hence 
conflict rages between intense desire and fmstrating reality. 
On the other hand, portions of the patient’s self-respecting ego 
may not permit direct or sufficient gratification of his childlike 
need for love and care, in which case an intrapsydiic conflict is 
developed. The symptoms are thus indicative of conflict but do 
not specify its nature or the forces involved. 

It is easy to dismiss these particular conflicts lightly with 
the simple explanation that the patient has always been an im- 
mature person and is therefore suffering from ^ psyfchoneurosis 
unrelated to the army or confoat experiences. Many psychia- 
trists have been mfeled into making such interpretations, even 
concerning men who have finished a full tour of combat duty. 
Historical data regarding the individual’s previous personality 
and his patter^ of reaction, the stresses to which he has been 
subject^ and how, tiiese have affected him must be ascertained 
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before such conclusions may be drawn. We have found that the 
stress of combat is responsible for considerable regression in 
previously mature men as well as in immature boys (cf. chap- 
ter 1). 

However, some were far more emotionally dependent than 
their chronological ages justified, to the degree that they were 
abnormally attached to home, mother, father or their substitutes. 
It is to these boys that we may attach with justification the 
appellation of passive-dependent characters prior to combat, 
and we could have predicted that many would in some degree 
react adversely to the stress of combat. It must be clearly under- 
stood, however, that it is not dependence per se, but its quantity 
and dynamic relationship to other, more mature and independent 
ego forces, that determine predisposition to disturbances xmder 
stress. 

The words “passivity” and "dependence” are too widely 
applied as derogatory terms indicating maladaptation. It is 
implied too often that the vague arid mythical state of normality 
predicates a complete and stalwart independence and maturity. 
Psychiatrists know that there are very few such independent 
characters. Everyone carries a large quantity of dependence 
within him into adult life, long after the establishment of an 
independent social, economic and family existence. It may well 
be di^uised, sublimated or overcompensated. There are many 
ways in which the normal adult gratifies his dependence, in 
secret, even without his own knowledge. He may letin heavily on 
a superior OT on an older man, to whom he turns for advice, or 
he may marry a disguised Substitute ftr his motha:. He may 
become an altruistic supporting figure fot Others, doing unto 
them as he wxiuld \^dsh fijr himsdf, thereby obtaining gratifica- 
tion by identification with the recipient. On the other hand^ he 
may overcompensate against his dependent needs by becoming 
an aggressive, sometimes hostile, figure in his Community (cf. 
cases 48 and 52), or may indulge his unconscious trends through 
the use of alcohol. Some individuals express their dependeUt 
needs, on a lower visceal level in gastric lai^uage, as discussed 
under die heading of PsychosomatiG States (<£ chapter' ll). 

With these facts in mind, let us exaimne &e clTnif’jtl thai ter ^igl 
to detemnne how an iUtoaction between past personify 'Slid 
stress produces r^resion to vairying stat^ of deptenden^ htid 
how these manifest thmi^ves' cKniCall y fn war 
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The first case demonstrates the process of regression in a boy 
who had always remained strongly attached to his mother. 

Case 23: Immature personality, shotmng evidences of marked regression 
to an infantile state after relatively mild experiences in combat. 

A 20 year old Sergeant was a tail gunner on a B-17 and com- 
pleted forty-nine combat missions. He was a physically small 
individual with an immature but appealing manner, and the 
capacity of stimulating protective and almost maternal attitudes 
in his associates. He had relatively few friends in his combat 
outfit, but weis yery close to his own crew, who in turn took very 
good care of him. He had never been too eager for combat. On 
the other hand, he was willing to do his share, whatever that 
was said to be, zind to follow his crew into what fate had in store 
for him. This turned out to be worse than he had ever antici- 
pated. All his combat missions wore extremely difficult and 
toward the end were nightmare adventures for him. Although 
he could never become accustomed to the atmosphere of danger, 
during his first twenty missions he was able to control his tuudety 
and tension sufficiendy to give the outward appetirance of calm. 
At the take-off for his twenty-first mission, his plane had just 
become airborne when a motor failed, resulting in a crash at 
the far end of the runway. Through unbelievable good fortune, 
no one on his crew was seriously injured. After this, however, 
he had no confidence in his pilot or in the plane and felt that 
every mission would be his last. Although he encoimtered no 
particularly hazardous experiences thereafter, and no one in 
his crew was ever hurt, he felt so threatened by a host of concrete 
and nameless horrors that he was in a constant state of severe 
anxiety. In the plane he could not control the tremors caused 
by his fear of flak or a crash, and at night he was so scared by the 
weird figures he imagined to he inhabiting the darkness that he 
could scaredy go to sleep. He knew, these were only a product 
of his imagination but this was smdl comfort. Yet, if he went to 
sleep, it was only to dream of arash^ in burning planes. In spite 
erf the incyeaang rdghtmare quality of Ms wakk^ and sleeping 
life, he nevar asked to be removed from combat. Aware of Ms 
-growing shakiness, his crewmates' attempted continually to 
conrfprt and st^port Mm, wlfile Ms Flight Surgeon fed Mm 
sed^fiv^i <of a severe diortage of combat crew replace- 

effort yvas Snade to maintain Mm in combat. From 



228 


THE REACTIONS AFTER COMBAT 


the point of view of maintaining him as a passenger on a combat 
aircraft, these efforts were successful, although he was not able 
to contribute much as a combat crew member. At one point he 
became so excited and confused when under attack by enemy 
aircraft that he accidentally shot himself in the foot. The injury 
was not serious. After his forty-ninth mission he appeared to be 
so close to outright panic that he was relieved from the obliga- 
tion of making his final irdssion by his commanding officer and 
was returned home. 

On admission to the hospital after his overseas furlough, he 
presented a pitiful figure. Tremulous, agitated and depressed, 
he paced the hospital floors day and night, unable to relieve 
himself of his constant anxiety or to find any rest. In the inter- 
views with his doctors, he told of his difficulties with the lump- 
in-the-throat effect of a small, completely defeated, completely 
lost child. “I can’t stand it here,” he complained. “I can’t stay 
in this hospital any more. I can’t eat the food. My stomach won’t 
take anything but milk. If I didn’t drink milk, I’d die here. And 
I can’t get any rest anywhere because I’m scared all the time. 
I’m scared of everything. I’m afraid of people. Maybe I’m a 
coward, I don’t know. If there’s a loud noise or someone claps 
me on the back, I get so scared I shake for hours. I’m afraid 
I may hit one of these loud-mouthed G.I.’s when they scare me 
like that. I’m afraid of water. I used to be able to swim, but 
now I can’t go near it. And why am I so scared of windows? — I 
guess I may jump out of one some day. I don’t know what to do. 
I can’t help myself — I just don’t know what’s the matter with me. 
I try, I try to do what you tell me, to pull myself together. I 
don’t want to be like this. I try to get better, but I just keep on 
getting worse.” 

During Ins stay in the hospital, this patient actually became 
prc^essively more disturbed, until finally his phobic response to 
practic^y everything in the envifonmait reached an almost 
psychotic intensity. He was unable to tolerate any group activi- 
ti«. Although Iwi was ^ways polite, cooperative, even sub- 
rnissively respectful^ individual psychotherapy was HmitpM by 
his uncontrollable dependent need. With the utmost earnestness, 
he begged to be returned to his home. “I’ve got to go home,’’ 
he repeatedly stated^ “before I go a-a2y here. Please let me go 
home. My mother is the only doctOT who can do me any good. 
She’s the only one who knows how to take care of me. If I don’t 
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eat, she makes me eat. She knows what to do for me because 
she imderstands me. She won’t let me get away with anything 
either. She’ll make me go to bed and stay by me until I go to 
sleep. She’ll keep a light on in the room so I won’t be scared by 
the dark. This morning the nurse scolded me because I didn’t 
want to get up. How could I get up when I didn’t get to sleep 
until after it began to get light outside? What makes her be like 
that? I’ll take a scolding from my mother, but I won’t take it 
from any damn G.I. nurse. I can’t stand to look at anything G.I. 
any more. That’s why I’ll never get better here. I did my best 
in combat. I did what they asked me to do. Why can’t I go 
home now before I go completely nuts. I’ve got to go home, 
honestly I do.” 

This xmashamed longing to retxim to his mother was the 
intensification of a trend which could be seen in his past history. 
The patient had always remained a little boy emotionally, never 
really severing himself from his mother. His pre-army school and 
work record indicated that he had tried hard but had never 
been able to achieve independence. His father had been killed 
by a hit-and-run driver when the patient was 13. The mother 
had remarried soon thereafter, but he never got along with his 
stepfather, who was a chronic alcoholic and bullied him a great 
deal. In school he managed to finish the eighth grade in spite 
of feeling uncomfortable because of his inability to mix socially 
with the other students. He always wanted to be home with his 
mother. Nevertheless, after his graduation, he attended a tech- 
nical high school for four months and then a commercial school 
for three months. He then joined a CCG camp for a six months’ 
period, after which he did odd jobs, including one year of work- 
ing on a farm driving a truck. In his own opinion, he nevar 
adapted himself successfully to any of these jobs. 

At the age of 18 years, with no success behind him, this 
emotionally immature and dependent boy started the hard life 
of the army. Notwithstanding his anxiety and panic, he honor- 
ably comfdeted a full tour of combat duty, truly a remarkable 
achievement and obviously a product not of his own but of the 
group’s strei^th. Although the combat stress was not especially 
sevare, it Ifed to a marked psychological regression to an even 
Iowa: level of maturity. In his infsmtile state, the whole world 
seemed threatening and hostile; Ms speech and eating proclivities 
alsd cdrrraponided to those of a miall child. His only wish was to 
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be with his mother. Dxiring his hospital stay, there was no 
reflmant of a self-respecting ego to enforce an attempt at matur- 
ity or to be approached by the psychiatrist’s therapeutic efforts. 
The patient’s symptoms were directly due, not to his combat 
experiences, but to frustration of his dependent needs by reality. 
These needs were intensified by combat and could be expected 
to continue until he was back in his mother’s arms. By some 
miracle, he had escaped a psychosis; perhaps because in reality 
there still remained the hope of reunion with mother. It wzis 
possible that she might be able to nurse him back to his previous 
state by tenderness and direct gratification and gradual re- 
establishment of his ego’s confidepce. For this reason, he was 
discharged firom the army; at home he might be able to resume 
his previously slow and diflScult development toward maturity. 

Case 24: Immature personality who regressed markedly under the stress 
of combat. 

A 24 year old gunner was admitted to the hospitad with com- 
plaints of tenseness and loss of appetite. He had been aware of 
the former symptom firom the time he entered combat, approxi- 
mately twenty-two months previously. The latter complaint 
was of more recent origin, begiiming some time during his 
twenty-one day overseas furlough, while he was at home with his 
family. 

It was noted that this individual was quite tense; when 
answering questions he exhibited marked nervousness by increase 
in tremcHT' and purposele^ psychomotor activity. The initial 
intaview was spent in trying to uncover the general background 
of the pjitient’s combat experiences. The following facts of 
importance were didted: (a) He felt keenly his respcmsibility 
as a radioK^jerator and his value to the well-being the crew, 
(b) On his third mission,' be saw a ship m his formation explode 
and disint^rate in midair, thus ddtroying one of his cherished 
psychological pirotections, the magicad bdifef thatMrmen always' 
managed to escape firom a pfiane when h was hit. : (e)' He was 
diot down over aiemy'occapied territory and spent dx tnondis as 
an evadee. During these six months, the patient’s ..wdl-being was 
constantly jeopardized,' .and he experienced intense ajtxietyi 
At the time ctf his landiajg iniOCCupidi territOTy, he was Biiarkedly 
aj»et by fee fact that a'Jwi&t gujnjier who had 5jei^ ?MIfedt'«i 
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action was buried in a foreign country in an unmarked grave, 
probably to be desecrated by machines of war. 

The patient’s past history showed that he had come from a 
small, well knit family group. He had led a cloistered existence 
imtil he was 21 years of age. During childhood and early youth, 
he was strongly attached to his brother, older by ten years, who 
babied him greatly. When his brother left home, the patient 
resought emotional gratification from his parents, which he had 
previously (through childhood and early youth) received from 
his brother. When he reached the age of 21, the patient searched 
for employment away firom his own home. At first he held short 
time jobs, always returning home when one was finished. This 
persisted until the patient fell in love and experienced a gratifica- 
tion of his needs from his fianc6e. After several interviews, it 
became apparent that this patient had always been dependent 
on other people — ^particularly those close to him. 

His initial reaction to the change in environment provided 
by army life was buffered by a fascination with various sispects 
of the new existence. He became dependent on close buddies 
wherever he happened to be. He soon entered combat and began 
facing larger problems. Further evidence of his immature per- 
sonality was the fact that his responsibility as a radio operator 
caused him much anxiety; he disliked it intensely. His imma- 
turity was also reflected in his unrealistic thinking, whereby he 
believed that airmen always escaped from the plane. It was also 
evident that he identified himself with the waist guimer who was 
buried in an unloving environment. When the patient thought 
this might happen to him, a great deal of anxiety was stimulated.. 
Throughout his experiences, as an evadec, the patient was com- 
pletely dependent on the imdergroimd. His isolation and in- 
ability to communicate with his surrotmdmgs owing to lai^uage. 
difficulties anphasized his personal needs. 

Dining, psychotherapeutic interviews, this material was 
reviewed with the patimt ^nd his emotional reactions^ explained. 
He devrioped some insight and seemed to improve. The im- 
provraaent was related not only to this new insight, but also to 
gratffication of his needs by the interest arid sympathy of the 
doctors. Theipatient obtained a furlough to go home because of 
sm intej^;desire to visit his naother. Upon leaving for his fur- 
tough, ih®i Was childly his cxdtement and enthusizism. He 

ootitinuid^ to improve mrd eisantually was discharged to duty. 
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Like the previous patient, this soldier was an immature, 
dependent person, who had been spoiled and pampered as a 
child and throughout life had sought relationship with people 
who could provide him with his customary gratifications. He 
too could endure severe hardships and stress in combat by using 
substitutes for mother figures; yet the end result was not greater 
strength and confidence in his abilities, but severe regression to 
a more childish attitude. Responsibility caused him great anxiety, 
made worse when his magical illusions were destroyed. This 
patient’s ego liad considerable capacity to endure frustrations 
and he was able to gratify his needs by a relationship with 
the therapist and to gather strength through the process of 
identification. 

Combat experiences caused an intensification of this boy’s 
dependent needs. His gastric symptoms were indicative of 
reaction to separation firom the mother whom he needed more 
than ever before,. Because he had the capacity of using other 
people to substitute for his mother, this patient should be able 
to continue to adapt as long as he is supported by external human 
figures. He had,' however, no remaining internal strength through 
which to subsist alone. In this respect he showed the syndrome of 
ego depletion, which will be discussed later. 

Case 25: Seoae infanUle regression secondary to harrowing combat 
experiences — anxiety state dm to frustrations on return home. 

A 24 year old enlisted bombardier had entered the army 
after graduation fi-om college, where he had maintained average 
scholastic standing. He wsb the third oldest of six siblings. There 
was no history of neurosis in the family or in the patient’s per- 
sonal life; he had made normal social adaptations. He had gone 
into gunnery training because he wanted to fly, even though 
he had been washed out of cadet training because of color 
blindness. He was eager to go oVerseas but anticipated his first 
missions with much nervousness. However, he completed fifty- 
two missions, many of whidi woe sev^e. His apprehension 
continued throughout his tour of duty and was always much 
worse on the way back from the target. What kept hi m going 
was the contemplation of returning , home after fifty missions. 
He was considerably upset when two of his best friaads ware 
shot down. Because his ship was always in the worst: fl^i the 
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boys called him the “flak magnet” and some refused to fly with 
him. His last mission was exceptionally severe and his ship 
had to turn back because of the flak. 

The anxiety and tension he felt in combat persisted on his 
return to the United States. On his overseas furlough at home, 
he felt irritable, anxious and restless and had difficulty in sleep- 
ing at night. His father and brothers annoyed him intensely. 
He became disturbed when asked to talk to fidends and neighbors 
and refused to speak before local organizations that were inter- 
ested in his experiences. He became so disturbed at home that 
he withdrew from all possible contacts and remained in bed 
as much as possible. Severe dyspeptic symptoms forced him to 
adopt a milk diet. 

On admission, he had marked coarse tremor of both hands, 
extreme anxiety, severe insomnia, restlessness, irritability and 
starde reactions. With psychotherapy, narcosynthesis and the 
release of much anxiety in relation to the battle situation, the 
patient improved considerably after a hospitalization of three 
weeks. About the sixth week, when the problem of his return to 
duty arose, he became depressed, his tremor reappeared and he 
developed crying spells. Therapeutic interviews were resumed 
and considerable improvement occurred, imtil he was ready 
for discharge. 

He then stated that he did not feel that he could continue in 
the army. He showed a marked amount of resentment against 
anything militeiry and stated thatj when he was around among 
soldiers or crowds of any type, in movies or restaturants, he 
developed a coarse tremor which embarrassed him. Yet he did 
not want to be discharged to his home. Although he had good 
insight into the psychogenesis of his difficulty, he did not want 
to accept help, feeling that he could conquer his troubles him- 
self; nevertheless he had many spontaneous attacks of weeping. 
Nowhere, either at home or in the army, could he envisage 
, gratification of his dependent lieeds. He vacillated between a 
whining, weeping cry ferr help and a bitter, sneering hostility 
toward aU those in authority who did not cater to him but made 
demands on him. He had a sort of pseudoaggressiveness which 
was an effort to ovarcoine his feeling of inferiority. Even after 
ten weeks of intensive psychotherapy, the patient had regained 
littie independaice, but he was returned for a trial at duty. 
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This case typifies the reaction of an initially fairly stable and 
independent character, whose dependence was largely regressive, 
forced by the stress of combat. He was sustained by the con- 
templation of returning home but on reaching there at long last 
he could not be gratified. The little demands made on him 
created intense anxiety and hostility. In the hospital he improved 
only as long as he was safe and secure and not faced with the 
necessity of returning to duty. Discharge was a threat because 
nowhere in the outside world could he attain his ends. Thus he 
alternately whined and snapped, and was completely unhappy. 
His verbal associations revealed that a close identification with 
lost comrades had caused a powerful wound to his ego, which then 
retreated from all adult attitudes. The whole world was hostile 
because it did not give to him, and the resulting fhistrations 
stimulated his own aggressions. Therapeutic sessions of an hour’s 
diiration, held daily for several months, effected little change, 
but he was sent back to duty for a trial. 

Case 26: The breakdown of an attempted solution of dependence by 
assumption of responsibilities, which became too great, causing regression. 

A 23 year old First Lieutenant, pilot of a B-24, who had been 
overseas for twelve' months, entered the hospital appeauring 
chronically iH and depressed but with no complaiuts. He was 
raised in a small town, completed high school zmd one year of 
college and then worked for a pipeline construction company. 
His parents had separated when he was 2 years old. On his 
return home, he married a girl, whom he had known for some 
time. In combait his ship was badly shot up on six occasions, 
necessitating landings. Heavy flak and bad , weather forced 
him to turn back ob’ nnmerbus occasions. After sixty-five mis- 
sions he was ground^ to await return to the United States. 
Several days later, because of a shortage of pilots, he was asked 
to take his crew on a mission but rrfused and the operations 
officer went in his place. His plane was shot up and crashed in 
the sea with the lo^ of all but one ,o£ the pexupants* The pzrtient 
then fdt badly because his Crew lopked up to him- They had 
often written and told their folks thCy were in good hands as 
long as they were flying with him. He .was a great frieud of all 
his enlisted men, going out of his way; to. help; tiiem. He was 
their, first pilot in combat ;and would chfear them and aHay 
their fears. He felt that, if .he had gope on the fatal mission, he 
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would have brought them back. Since then he frequently slipped 
into depressed moods, in which he was overpowered by feelings 
of guilt over the loss of his crew. During a pentothal interview, 
this supposedly strong, giving and supporting person had a 
dramatic abreaction in which he expressed his own great fears 
of combat and guilt in regard to the crew (cf. chapter 12). He 
felt that the mothers of the lost crew members probably held 
him responsible for their deaths. 

He then divulged the information that, since the time his 
father had separated from his mother nineteen years ago, the 
mother had worked as a housekeeper for a very stroi^ and 
domineering man, who treated her badly. For some reason she 
remained in this house for many years. The patient was also 
mistreated by this man and fantasied that he would some day 
get his mother out of this situation. At the age of 16 he tried to 
get a job but had no social security nmnber because of being 
under age. At the age of 17 he entered the army, and later his 
mother left her position but not because the patient was able to 
save her. 

Psychotherapy was devoted to making him aware of the 
dependent tren^ underlying his real and fantasied attempts at 
matmity. It was pointed out to him that he had identified him- 
self with his enlisted men and thereby received a vicarious 
gratification of his dependent needs. His conflict over responsi- 
bility for the men was identical with his conflict in regard to his 
responsibility for his mother. In fact, >as he stated, his feelings 
toward his crew and toward his mother were the same. He felt 
finistrated about what he had not been able to do for his mother 
and for his crew. When the “giving role” as a solution of his own 
dependent needs was destroyed by his desertion of his crew in 
their moment of need, he regressed and reacted with depression 
^ his own firustrations. As the patient became conscious of bds 
pattern of reaction and the unreality of his guilt feelings and 
deprestion, his symptoms rapidly .di§ai^)eared hnd he made a 
very thorou^ recovery. ► , 

This officer was successful in solving his dependent needs by 
timung them into; the opptffiite — giving to others- He also re- 
odved gratiftcktkm hy identifejatiito with the recipients. But 
because of his own failure to take his ship 
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out on its last and fateful mission, his defense cracked and again 
he was in conflict over his relation to his mother. “To be cared 
for by her or to care for her,” that was the question. The un- 
covering of his conflict enabled his not too badly regressed ego 
to resume its customary technique of dealing with reality and 
his inner drives. He left the hospital with plans for maJdng a 
home for his mother at his next station and thus gratifying his 
needs while he also helped her. This case again illustrates how 
ego depletion can result not from lack of outside gratification, 
but from loss of self esteem owing to the patient’s retreat from 
responsibility. Failure to live up to his ego-ideals and the sub- 
sequent state of being on bad terms with himself cost his ego its 
narcissistic gratification. The patient felt he could no longer be 
loved by others or by himself. 

Case 27: Dependent, insecure soldier, who regressed further because of 
combat experiences — strong aggressive overcompensation. 

This patient, a Sergeant, was admitted to the hospital be- 
cause of loss of appetite, insomnia, nausea and vomiting, rest- 
lessness and lack of self control, which had developed in a theater 
of operations. Not much information was volunteered about his 
background and early development. His mother had died of 
cancer while he was on his way to visit her. His father was not 
well, and there were two sisters and one brother, but the patient 
had little to say about them. The patient had been married for 
several years but had no children. Since his return to the United 
States, he had been able to relax slightly while with his wife and 
to sleep sranewhat better. " 

In his initial interview, the patient, a red-haired young man, 
astheoic in build, was rather tense, restless, resentful and some- 
what belligerent'. He had very little to say on his own initiative 
and as little under direct questioning. However, he was quite 
spontaneous in saying that he was through with the army, that 
he wanted to be out of it and to return to his civilian work., 
He stated that his father, who was a contractor, was now too 
sick to do much himself, and that he, the patient, was anxious to 
step in and take over. He talked in a loud manner, tried to prove 
that he was afraid of nothing and discussed' superficially some 
of his e^erienccs overseas as a ground crew member of a heavy 
bombardment squadron. During three other ihtervievys, he 
continued to behave in about the same m^mer, cximplaining of 
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his sleeplessness and lack of appetite and vague battle dreams. 
At times he would say that, no matter what happened, he would 
never return to duty. 

After a few days, the patient was given sodiu m pentothal, to 
which, surprisingly, he offered little objection, although empha- 
sizing that he was always afraid of needles. The patient began 
immediately to talk about his experiences overseas. He was 
extremely restless, turning from side to side, covering his face, 
crying intermittently. He talked at great length of the landmg 
for the invasion of enemy territory and of the many casualties. 
While m the desert, he was exposed to daily raids — ^about half 
a dozen each day — all emphasizing the helplessness of his group. 
There were no heavy defense weapons, no ack-ack, no good 
shelters — ^not even good leadership. During one raid, he was 
afraid to run toward his own foxhole. He jumped into another. 
■Another man immediately behind him fell on top of the patient 
in the same foxhole, thus acting as a shield. When it was over, 
the man above him was dead. The patient made sure that he 
got out of the foxhole quickly, since it was not his own and this 
was a breach of procedure which could result in his being killed 
by his own men. He continued to relate that a plane which he 
usually loaded, and which was inanned by a crew from his 
home town, exploded just after the take-off. When he came on the 
scene, there was nothing left of the plane or of the crew — -just 
a few remnants and part of an ankle, to which clung an 
engraved gold chain. The patient had it cleaned and sent it to 
the wife of the dead man. In the accompanying letter he stated 
that the bracelet was given to him b^ore the man took off on his 
mission. At this point the patient could not contain himself, 
cried even more and could hardly talk, repeating that he had 
lied to her but that he could not do otherwise. The same day he 
had asked this friend, in the event of his death, to send his ring 
and baracelet to his wife with the statement that he died for her — 
nothing more. He wrote the same thing to the dead man’s wife. 
He saw the woman when he returned but he could not tell her 
much. The friend, Stan, was mentioned frequently by the patient 
during the pentothal interview — ^‘Only a ‘Polack,’ but with a 
heart of gold.” 

Without any stimulation, the patient went on to say that 
he always liked to %ht. When oidy a kid, he fought his own 
best fiiend and nearly killed him. When he went to high school. 
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he asked, to be taught how to fight. While fighting, he frequently 
lost his self control completely and had to be separated firom 
his opponent. He was told by one doctor that on such occasions 
he goes temporarily insane. Because of such lack of control, he 
didn’t want to fight. But on arriving overseas, he insisted that 
he should land fimt in order that he might be in the thick of it. 
“I love to fight — ^fight!” In addition to this frank admission 
under pentothal, he had a number of hostile outbursts while iu 
the hospital but no attacks of overt aggression. His tirades were 
violent verbalizations of obscenities, directed against a racial 
group that was responsible for all the bad things in the world 
and all his own personal difficulties. He used vague generalities, 
and, when piimed down to facts, was unable to support any of 
his accusations. 

The n^t two interviews were devoted to a discussion of the 
possible meaning of constantly wantii^ to fight. He was told 
that generally such a tendency really indicates feelings of in- 
feriority and insecurity. The patient smiled and related that he 
wet the bed until he was 10. Further, he usually tried to overdo 
everything. He W2is anxious to make lots of money, and always 
drove his car extremely fast, but he became easily discouraged 
and considered himself a failure. When he was about 12, he 
tried to sell magazines firom house to house. He soon became 
discouraged and felt he was a failure. His mother then told him 
that he did not need to sell anything, because he brought luck 
to the family. He spontaneously related how his molher told 
lum at that time that, while she was pregnant with him, he was 
not wanted. She was extremely dejected during the pregnancy, 
considering his ccanmg as a stark tragedy. When she told him 
that, the patient was mmsh hurt lait said nothing. While it had 
not been said directly, he had apparentiy sensed this all along. 
Then spontaneously he became quite agitated and stated that 
his father never cared for him. He would do anything for total 
strangers but not for his own- family. In feet, he hardly knew his 
fether untfi he was about 1 1 years old. His father worked in a 
large city, while his mother tau^t in a town 1 OO miles away. 
Shae' wcftiki visit him occasionally, but the patient always re- 
mained behind. Then the patient began to curse his paternal 
grandmotherr-a greedy and vengeful old peram, whd .^jpar- 
ently hiad been anfegmsfetiC toward Im mother 'and had<;eoni- 
riderabkf infiuaac® over hfefeithtCT/ She should have died instead 



PASSIVE-DEP]^DENT STATES 239 

of his mother or his grandfather. He’d be happy if she died 
now — adding that he was aware it was wrong to have such 
wishes. 

At the end of the interview, the patient hesitatingly remarked 
that there was one more thing on his mind, very painful to him, 
which he had never talked about to anybody. At the next inter- 
view, he related that, more than two years before, his wife was 
pregnant. She knew that he didn’t want any chilchren. Both she 
and her parents made him make the final decision, which he did 
— ^his wife should have an abortion. He spontaneously remarked 
that he could have been a father now. 

After the patient’s return to the United States, he bought a 
home for his wife, and he remarked on different occasions that, 
no matter what happened to him, he wanted to be sure his wife 
had a home. She had had little early in life and he’d make sure 
that she would not suffer now. When questioned about any 
relationship to his rnother, he said that his wife had some features 
of his mother. 


This boy, rejected by father and mother, had always felt 
unwanted, weak and inferior. Enuresis was a symptom of his 
early passive trends. He overcompensated with violent aggres- 
siveness and in combat came close to the heroic. Yet he was 
extremely frightened and sensitive. He had rejected p^enthood 
as too dangerous for his dependent relations with his wife, 
whom he identified with and gave to as he wished for himself. 
Overseas he attached himself to inferior men in order to feel 
superior. Combat broke up his overcompensation especially 
when, to save his life, the rightful owner of a foxhole had to die. 
The patient then developed psychosomatic and psychological 
symptoins of anxiety wWch did not decrease on his return home. 
As he became more aware of his imderlying weakness overseas, 
he devdoped more aggressive and hostile attitudes toward 
officers and others, with resultant guilt and anxiety. Ventilating 
these attitudes with insight re-established the patient’s equilib- 
rium at the cost of his overoompensations amd he left the hospital 
planning to start a family. The patient, although a Sergeant, 
qaxi easily be compared to a certain infamous Corporal, and 
de§Cribdd as a ‘'^littie Hitler.” Domination of or attack on weaker 
pec^le ertah lBd this insecure,- latently homosexual and frightened 
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boy to maintain his self esteem. He and those whom he typifies 
are potential dangers to the American democracy. 

Case 28: Anxiety due to rejection on return home — -frustration of de- 
pendent needs stimulated by combat experiences. 

A 25 year old First Lieutenant, who was a B-17 pilot, com- 
pleted fifty missions in a period of eleven months. At about 
the time of his forty-second mission, the patient became aware 
of nervousness, anxiety, sleeplessness and batde dreams. He was 
sent to a rest home but could not relax. He returned to combat 
to finish his missions and was then sent home. While at home, 
the patient noticed that his symptoms had increased considerably 
in intensity. He did not enjoy himself and was anxious to get on 
the move again. 

The patient’s father was a navy man so that, as a child, the 
patient could only see him on week ends. Ifis recollections of his 
father were good ones — o. kind man who was good to the pa- 
tient’s mother and who could be relied upon to help solve the 
patient’s problems. The patient’s mother was gentle and con- 
siderate and showed a normal amount of love for and interest in 
her elder son. There was one other child in the family, a brother, 
who was bom when the patient was 7 years old. The patient 
stated that there were always older people in the home. He 
remembered his grandfather as a nice old man who could tell 
interesting stories. But the grandfather had worked at night 
and slept during the day, and the children had been constantly 
urged to be quiet so that he could sleep. The patient stated 
without resentment, “We were not given a chance to be chil- 
dren.” He also had been restricted by having to take care of the 
younger brother. His grandmother he remembered as a fussy 
old woman with whom he was able to get along by doing what 
she ^ed. The patient received a high school education. His 
favorite sport was footbcill and he also played in a band. His 
first secual experience came at the age of 18, to which he had a 
normal response. Three years ago the patient had married, and 
he stated that his sex life was norroM.' 

In discussing his overseas experiences, the patient stated that 
during a mission, when he could “let off steam,” he felt fine. It 
was while on the ground with the ground ofiicers that his symp- 
toms became marked. He revealed severe hostility to the army 
and particularly to ground officers, whom he il^i:^;ht to be 
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incompetent and inefficient. Between missions, in order to 
steady his nerves, he would take a plane into the air and teach 
a bombardier or navigator how to fly. The patient had a par- 
ticular dislike for one of his Colonels, who, he thought, was 
responsible for many lost lives. He stated that he made no close 
fiiends because he did not want to feel their loss too keeifly. 

During a pentothal abreaction, the patient indicated marked 
aggressiveness juid hostility toward the army, the Colonel and 
the ground officers, and spoke of some of the hazardous missions. 
The patient talked of how he would make his home different 
from the way his parents had theirs. He would have no older 
person around to be a wet blanket on his mood. Here the patient 
made an interesting analogy: “You know, doctor, it’s like 
being in combat. When I was on the ground with the ground 
officers, it was like being at home with the old people. I felt that 
they were wet blankets on my mood. When I got up in air com- 
bat, it was like being and playing with children when I went out 
of the house. They got me all excited and I felt free and I liked 
the feeling.” 

The patient then stated that he had something to tell the 
examiner — something he had told no one. “When I lived at 
home, I had a room that was all mine. I played and slept in this 
room and kept all my trophies there. Well, when I was gone, 
my father rented this room, and, when I came back, I had no 
home to go to — I resent this.” The patient then went on, “I 
resented having people around who were wet blankets on my 
life. I resented my brother because I could not be a kid. I had 
to be a father to him.” 

In smother pentothal interview, the patient spoke of his 
father who, like a sailor, would give commands instead of mak- 
ing requests. He told of how he respected his father, smd would 
obey, him, and discovered that his father was always right. He 
spoke of how his mother had aged and how he felt like crying 
when he returned home and saw this. 

He spoke of old people again. He told of how they tried to 
be nice but they would always forget the little important things 
Tike letting him eat food that he wanted, even though it would 
probably make him sick. It was like the army, he stated, — ^they 
gave you a million dollar plane and then didn’t give you enough 
experience. “I don’t mind fighting for something I believe in. 
I don’t bHieve^ in the army.” He continued, “Folks back home 
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meant well, just like the army, but they do little things that tee 
you off. As soon as I went to the army, they figured, ‘Well, he is 
gone now.’ As soon as I got married, they thought I was apart. 
The whole thing is depressing. Don’t have enough confusion in 
the army — get home and find the same darned thing there. 

I didn’t go home. I was a misfit. No place for me to stay at my 
home, unless I wanted to sleep on the floor. They treated me like 
I was something that wasn’t supposed to be aroimd. I got home 
and they asked me if I liked my room amd I felt like throwing all 
the furniture out of the window. My family — ^they are just as 
counterfeit as all the rest of them.” 

At this point, the patient was well out of the pentothal. An 
explanation was offered to the patient on the relationship of 
figures in authority. It was explained that the first authority, his 
father, had never let him down. It had protected him ^d he had 
found comfort in its protection. It was then explained how the 
second authority, the army, had failed him irdserably. It was 
explzdned that this authority had exposed him to severe dangers 
and made him afiraid — ^how this authority had even neglected 
the smaE things that would have helped him protect himself. 
The effect of combat was explained: how, because we are afraid, 
there is a tendency for us to go back to an earlier stage of life, 
when we were protected and bur fears were allayed by our 
parents. So having reverted to that stage and dreaming of the 
protection and never failing authority at home, he returned home 
to find that his mother had aged and his father, “the old rock,” 
his last support, had also failed him completely. He had rented 
his room to another person, and the patient saw that he could 
not seek protection where he had always found it in the past. 
All the old resentments which he had felt in the past were added 
to his present disappointments. It was explained that it was 
not his parents’ fault; they coifld not know that combat, instead 
of making soldiers hardened heroes and men, has a tendency 
to make them like children coming to their parents for comfort. 
It was explained that, as time went on and combat fears were 
further and fuxthar away, he would gradually buHd up to the 
point where he had been before coml^t. It was > stressed that 
he would have to react to all this on a grownf^ level and.begin 
to assume an independent attitude. The ^patient then asked, 
“How would you react to it, dod*” The therapist explained that • 
this was the patient’s problem mid that be must solvti it himsMi 
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The patient stated, “Oh, I see now. I’m looking on you as an 
authority to lead me and I shouldn’t do it.” 

The next day the patient stated that he had slept well the 
previous night, that he had been thinking of the problem and 
that it sounded reasonable. He had sent for his wife to come. 
He began to eat and sleep well and lost his restlessness. 

A week later the patient was smiling and happy. His wife had 
arrived and noticed the chtmge. He spoke rather laughingly 
about his attitude toward the army. “I knew there were some 
good places in the army but I had just heard of theih — I hadn’t 
been in any of them until now.” 

In another pentothal interview, an attempt was made to see 
just how far treatment had gone. His attitude toward his family 
seemed to be realistic. He stated, “I realize my folks are getting 
older. They didn’t mean to do anything and besides I have to 
get out on my own now. If I get a good field. I’ll work hard and 
do my best.” 


The dynamics of this case are clearly indicated in the pre- 
ceding abstract and insight by the patient is shown by his 
responses. With subsequent good handling in duty, he should do 
well. He returned home like a child attempting to sleep again 
in his baby crib. The inevitable fnistration revived the old 
resentments of previous rejections. His wish to be taken care of 
again like the boy he had been when he left home was a regressive 
symptom caused by his stress. Two points brought out in this 
patient’? story are discussed elsewhere: the imwillingness to make 
close fiiends for fear of reaction on losing them (cf. chapter .12); 
and the feehng of exuberant independence while in the air (cf. 
chapter 1). 

Case 29: 4 dependent p^sohy who matwei psychologically in combat 
hut who was drawn back toward Ms previous state on return home. 

A 32 year-old radio-operator and gunner had stuttared since 
the age of 10 years, when he had met with an accident in which 
his pose was broken, leaving him with a flattened laridge. His 
chief symptmns on admission were apprehension, marked tension 
^sd .d^ression^riiK well as. an increase in stuttering. He was 
esteemely bcSsfild ti^ard the army, rationalizii^ on the basis 
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that he should have had a commission and that there was no 
chance for his advancement. 

The patient came from a well-to-do family, living in a city 
of moderate size. He had strong inferiority feelings, based on his 
short stature and a deformed, broken nose. He was the youngest 
of four children and the baby of the family, receiving a great 
deal of attention. His schooling was rather desultory and he 
mzide many chemges. He finally matriculated at a state uni- 
versity, where he stayed for four years but did not take his final 
degree. He worked in the family business, which was diversified 
in that they had a large garbage contract, a construction concern 
and a road-building company. The patient spoke as if he had 
an important role in the organization and was badly needed 
because one brother was in the army, another was about to be 
drafted and the father was too old. Actually, he had a minor 
position as a sort of straw boss for a construction gang. He did 
not work steadily but every few months would take off for New 
York, where he indulged in a quiet, prolonged alcoholic debauch. 
Several years ago, he met a girl and planned to marry her. He 
bought a house and furnished it completely, but at the last 
moment became afrmd and retreated from the marriage. 

He complained that he had no further purpose in the army, 
that there was no outlook for his future and that he should go 
home. His squadron cofrunanding officer mistreated him by 
■ court-martialing him for minor aggressive remarks to British 
soldiers. The court-martial verdict was demotion to a private, 
a sevare fine and limitation to the post for three months. The 
patient kept on fighting in his missions, and took the punishment 
so well that the Group Commander completely remitted the 
sentence of the court-martial. He successfully finished his missions 
overseas. He noticed some of his symptoms slightly toward the 
end of his. tour of duty but the acute symptoms of tenseness and 
anxiety did not develop until he returned home. 

At home he was much worse and was quite disturbed on 
being asked many questions, so that after only one week of his 
three weeks of overseas furlough he took off and reported to 
Atlantic City. Duru^ his stay at the hospital, he met a married 
woman, with a child, who was awaiting final divorce papers, 
and fell in love with her. He wanted to marry her, much to his 
own surprise. He stated that his fatha: also marri^ a divorced 
woman (his mother) with a child, so that hiS family would 
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approve. He was somewhat worried about the fact that the 
marriage would also entail responsibility, which he had never 
taken before. 

The patient reported a single dream while under therapy. 

Dream: “I apparently had been a fighter pilot but now I was 
a pilot on a B-17. My pilot overseas was my copilot, a big fellow, 
6 feet 5 inches tall. I was taxying down the strip on the left 
side. The boys told me I should go over to the right side. Behind 
the B-17 was a cable which seemed to be dragging along on the 
ground. I made a left turn at the intersection and got out of the 
plane to put the cable up on a post like a telephone lineman. 
The boys kidded me about it and I was ashamed that I (fidn’t 
know that Operations would have done that and that I needn’t 
have.” Associations were lacking. 

Interpretation: Being a fighter pilot was being a “lone wolf,” 
as his past life indicated. Now he was to settle down and take 
responsibilities amd be captain of his ship, that is, to become a 
husband and father. He was attempting to overcome his feelings 
of inferiority by showing that he, the little fellow, could be the 
pilot and the big fellow would have to be the copilot. Taxying 
on the left side of the strip indicated that he was still on the 
wrong side and wasn’t quite sure whether he wanted to take off. 
The electric cable was his attachment 'or communication with 
mother earth — ^in other words, the old umbilical cord to which 
childhood was attached. The shame at not knowing how to deal 
with this cord (Operations — ^the therapist — would have done 
that) was his feeling of infaiority, which he attributed to his 
nose and .size, but which was really based on his feelings of 
dependence. The therapist pointed out to him that the dream 
in^cated the conflict between his childish dependence and his 
d^ire to be mature and grown up. It was pointed out that the 
decision as to the solution of this conflict had been reached some 
time before. Prior to going into combat, his ego had had no 
successes, but, when he went into combat and stuck it out, he 
had become a man, and noyf his self-respecting ^o could not 
permit him to regress again to a childhood level. Nevertheless, 
there was that tendency which existed in everyone, since all 
men somehow or other maintain an attachment to a dependent 
relationship but in a displaced manner. His dependent needs 
could be gratified by the praise zmd adoration of the hero and 
by the care and affection a good motherly wife cot^d give him. 
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To be sure, there would be relapses, but he could never go back 
again. 

This man was a strongly passive and dependent character, 
as his periodic alcoholism confirms. In his successful tour of 
duty in combat, he had for the first time obtained some confi- 
dence in his ability. Returning home, he began to feel the drag 
toward the. old dependent relationship with his family. Only 
during his period in the hospital had he demonstrated a trend 
toward continued maturity. This was seen in his plaiming 
marriage, which was parti^ly an identification with his father 
and partially an attempt to acquire a mother figure, and in his 
forcing the family to acknowledge him as a partner in their 
business. Nevertheless, there was the conflict between these two 
opposing tendencies. Psychotherapy was directed, therefore, 
toward strengthening confidence in himself and encouraging 
lus self-respecting ego. No pentothal was necessary. 


The dynamic explanation of this patient’s symptoms, indica- 
tive of conflict, gives another side of the picture illustrated by 
the previous cases. This patient had matured by virtue of his 
success in combat, an achievement that he accomplished for the 
first fime in his life. On returning home to his old environment, 
he was tempted to resume his old outlook on life. He and proba- 
bly many others are even seduced by their mothers, who urge 
thdr boys to stay at home, to try every possible method of 
getting out of the army. “You have done enough; stay home 
witii mama now. I’ve missed you so much!” No matter which 
way they teakl to go, ccmffict develops. Some of our patients 
have miraculoudy lost anxiety when they have been told, “You 
mU stay in the army, no matter if you do have symptoms.” The 
therapist thus takes the decision firom the toy and assumes the 
responsibility for pul l i ig him away firmn mother. No guilt need 
thus be attached to the boy’s remaining away from home. 

The following Iptter was received fixon thfe last patient several 
months after his return to duty: 

■ “I received the answer to my letter that you sent me and I 
was glad to hear fix>m you. I fdt as though I had to write again 
as some c£ the thii^ you told me have happened aisd others 
that I said would happen have come true. = ; ■ , ! ' 
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“As I told you, I was going to get married. Well, I did, on 
the thirty-first of August, to the girl whose picture I showed to 
you. She is a wonderful girl and I am pretty lucky to get someone 
like her. We had a few troubles at first, like finding an apart- 
ment, etc., but we have everything under control now and are 
very happy. We have a beautiful little house and three weeks 
ago I bought a car, so we are getting along swell. I have never 
been so happy as during the past six weeks and the responsibility 
has made everything else seem small. As you know, she has a 
little girl of five, so I am a daddy too and I think; I am doing 
pretty good at that, because I always did like chiidren. 

“On my side is the work I am doing at the field. I have a 
pleasant job but it doesn’t seem very important to me and I keep 
thinking about how much more I could be doing outside the 
army. I am groxmded due to my ean, so I am working on the 
line preflighting radio equipment on G-47 (transport) planes 
an d I am on the night shift, working every other night. Some- 
body has to do this though, so maybe I am exaggerating things 
a bit. 

“As a whole, we are treated pretty well here and about the 
only time they are a little strict is for inspection we have every 
Saturday. Living off the post does have its advantages though, 
so I guess I can ‘take it.’ To be honest about it, I am glad I 
never got a medical discharge as I couldn’t be as happy as I am 
now, even- as a civilian.” 


The cases presented have been chosen with a view to demon- 
strating reactions in boys who have had various degrees of pre- 
disposition to regression, ranging from the immature chUd (case 
23) to the relatively mature officer (case 28). It will be noted at 
once that it is not the fact but the degree of r^ession which is 
dependent on the precombat fundamental immaturity of the 
personality. The degree of success of brief psydiotherapy also 
correlates well with the previous maturity attai ne d by the 
patient bdTare the trauma of combat had exerted its forces 
toward egression. 

It is likewise demonstrated that the predisposition to regres- 
sive neuro^ and the failures of psychotherapy are rdated to 
early home sdtuatioiis. Both spoiling and, deprivation in child- 
h^idHaEe. saious^foetors in' fixing dependent attitudes, which 
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cause so much difficulty when the bearer experiences severe 
stress. A certain happy combination of gratification and frustra- 
tion prepares a boy to endure successfully later stress and depriva- 
tion. The setting of broken homes, caused by divorce, separation, 
quarreling of the parents or death of one parent in the patient’s 
childhood, seems to be closely related to subsequent lack of 
normal development of maturity in the child. It is as if a grati- 
fied, happy childhood with biparental influences contributes a 
reserve strength on which a man may draw in time of danger. 
He can fall back on the memory of a gratified past, which is the 
basis of hope for a similar future. In the presence of stress, lack 
of any degree of past gratification is catastrophic. This otserva- 
tion has also been made in a study of refugee children. The past 
scans to build up confidence and create resources within the 
structure of the personality. 

The pattern of reaction in the phase of regression is shrular to 
or identical with the past. Previous stutterers, nail biters and 
cnuretics have a revival of their old symptoms giving confirma- 
tion to the regressive nature of the syndrome. There are those, 
like case 23, who express their needs openly without concealment, 
shame or attempts to strive for a more adult attitude. Others are 
unconscious of their trends and cry for attention in their gastric 
language (cf. chapter 11). Some fly to marriage, displacing their 
desires in seeking a wife capable of substituting for a mother; 
others search for gratification in alcoholism. Several patients 
had such indedsion regarding their simultaneous dependence 
and independence that they developed “sleep paralysis” (to be 
reported by Van der Heide and Weinberg). Some vigorously 
overcompensate by a false masculinity expressed as aggressive- 
ness and overt hostility, as the patient described in case 27. A 
few attempt to live out their needs in giving, and by great 
solicitude for others, especially mothers and wives, to whom 
they must return because “they need me so much.” They fantasy, 
as many children do, of playing a leading role in the myth of 
“The return of the hero.” We hear over and over tigain, “Father 
is no good — ^I have to go home and take careof mother.” The most 
devastating of aU reactions is a psychotic-like withdrawal firom 
reality, as described in case 59 (cf. chapter 14). 

Combat and otha: stress overseas give rise to the stimulus 
toward repression by reaam oi the complete absence of safety 
anywhere in the external world of reality. The imiversal reaction 
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is a retreat into fantasy and a dream of a magical home, as we 
have described in chapter 8. This normal system of delusions 
conflicts with reality when home is finally reached, forcing a 
reorientation and adaptation of the personality to actuality. 
In all rettimees this requires time for reality testing, during 
which anxiety is inevitable, but adjustment, sdthough difficult, 
is eventually accomplished. 

Other individuals, whose difficulties eventually require treat- 
ment, regress further and retreat more from reality, and this 
produces a functional change in the ego, which loses its dis- 
criminatory power, while its control over infantile trends is 
further weakened. This change is a true ego deformation, 
irreversible without therapy or without a considerable time 
being allowed for spontaneous re-education through favorable 
processes of subsequent life experiences. But why does the stress 
of combat cause such disastrous regression? Actually it is the 
less drastic of two evils. Caught between imendurable anxiety 
and unmodifiable hardships, the soldier is confronted with the 
catastrophic possibility of denying the presence of the horrible 
reality by severing all contact with it — ’by blacking out all per- 
ception of it and retreating into a psychosis. His only alternative 
is to be carried along by the group’s strength, as its child, and 
to exist in the past of safe and secure childhood memories. The 
soldier becomes a little boy, but this fact is not recognized as 
long as he is in the group. Only when he is sloughed off, and 
returns home as an individual, does his infantile regression 
become obvious. Even during his journey home, he may be 
supported by hopes of an early gratification of his dependent 
nee^. But on arrival, his frustrations begin, conflict is stimu- 
lated, engendering anxiety, and symptoms appear. 

The process of regression is an attempt to revert to an earlier 
mode of behavior that once was successful, since the reality of 
combat calls for sidaptive powers incapable of being produced. 
The tired, war-weary soldier becomes a boy again.- He searches 
for present gratification by means of old techniques that once 
>vere so successful. Unfortunately these regressive patterns are 
rarely compatible with other self-respecting and persistent ego 
forces; and they are frowned on by the environment for they 
are incompatible with the person’s stage of development. 

In the stage of regression the patient behaves like a child, 
afraid erf strange people and spimds, afraid of heights, and he is 
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only comfortable when at home with mother and the family. 
This explains his anxiety about reassignment to strange bases 
among people he doesn’t know, and his search for old buddies. 
This is the reason the patient wants at all costs to get out 
of the army. He demands attention from everyone, going to 
any lengths, such as exhibitionism, or even attracting punitive 
attention by misbehaving. The patient is envious of and hostile 
to his brother patients who share his doctor’s attentions. He 
reacts with weeping, depression (cf. case 44) or vomiting if his 
slightest wishes are not gratified. Overt hostility is shown, not 
to the regulations keeping him from mother, but to the officers 
who enforce them. 

With dependence, most people devdop a feeling of inferiority, 
since they are children compared with their contemporaries. 
Inferiority feelings incite an aggressive overcompensating 
attitude, which, if it creates guilt, leads to a further increment in 
passive attitudes, a further regression. Some of our soldiers 
become aggressive toward weaker persons in an effort to create 
a delusion of masculine importance in themselves (11). Their 
hates stem from their own insecurities. Others become aggressive 
in the false virility of alcoholism while they secretly gratify their 
passive needs. 

In this chapter, we have cited a few cases typifying some 
patterns of regression to passive-dependent states. The possible 
expressions of this reaction are legion. The regression, although 
it is economical in combat and protective against a psychosis, 
only results in difficulties on the return home, for it brings the 
soldier into conflict with his environment, which firustrates him, 
or it is unacceptable to other forces of his own personality. In 
either case, he is thrown into anxiety, which is the stimulus for 
an attempt at new adaptive maneuvers that result in overtly 
neurotic behavior. 



CHAPTER 11 


P^chosomatic States 


For A LONG TIME men have realized that emotional abnormali- 
ties caused disturbances in their bodily functions. Common 
knowledge linked blushing with shame; paleness, increased heart 
rate and diarrhea with fear; headache and rise in blood pressure 
with anger. Physicians knew that diabetics spilled out more 
sugar when emotionally disturbed, that patients with peptic 
ulcer became worse under severe stress and that asthma, skin 
lesions and arthritis were increased in severity under certain 
psychological conditions. But such correlations between emo- 
tions and bodily changes were not given serious consideration 
in the causation of disease until very recently. Medicine was 
under the influence of a separation, a dichotomy, of mind and 
body. Internists diagnosed and treated a disease, usually of a 
specific organ or system of organs. Psychiatrists treated emotional 
or mental disturbances without reference to their effect on the 
body. No one seemed to deal with the whole person until modern 
dynamic psychiatry proved satisfactorily that disturbances in 
emotions may cause disturbances in bodily functions and 
ultimately disease of an organ. 

The aim of psychosomatic medicine is to encourage and 
bring together studies which make a contribution to the under- 
standing of the oi^anism as a whole in its somatic and psychic 
aspects. The field to which psychosomatic medicine is devoted 
is rapidly "^sinning importance in medicine and the related 
scienceSi It |s now realized that the major problem is to develop 
practical methods for dealing clinically and scientifically with 
the organism as a whole. Although the organism is a unit, 
funidami^tally/d^ methcxis have been developed for the 
observation and management of the psychic and somatic func- 
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tions. This fact is the real reason for the use of the term “psycho- 
somatic,” not any difference of opinion about the essential nature 
of the organism. Psychosomatic medicine is not a medical 
specialty, parallel with internal medicine or psychiatry, but an 
approach which might be applicable to almost any medictil, 
psychological or physiological problem. This approach requires 
a battery of techniques, including the psychiatric, to determine 
the relationship between the causative factors of emotional 
disturbances producing disorders of the body and the effects of 
a physical disease on the working of the mind. Mind and body 
are one, simply viewed from several points of reference. When 
these several aspects are fused, the result is a picture more 
nearly representative of the total organism. 

The war has hastened the development of psychosomatic 
medicine because the severe stresses which it has imposed on 
fighti n g men have brought into the clinical symptomatology of 
war neuroses thousands of emotionally induced physical dis- 
turbances. Hundreds of doctors have witnessed this phenomenon 
at first hand and have learned of the relationship between 
psychological causes and physical effects. They are eager to 
learn further details of etiology auid methods of treatment, for 
they know that therein lies the future of medicine. 

It has been common knowledge that organic diseases of the 
body are accompanied by alterations in feeling and thinking, 
but it was not so well known that all subjective emotional and 
mental states arc accomp^ed by visceral and somatic processes. 
All psychological phenomena, normal or pathological, are 
asaadated with physiological alterations, although many are 
invisible or measurable with great difficulty. Since the body 
must be jnvolved in crder to ejqiress feelit^, there are no pure 
^ychological or “feeling” syndromes; hence all psychoneuroses 
and war neuroses are psychosomatic problems. This was clearly 
stated in the discussion of the symptoms war neuroses (cf. 
chapter 9), which include not only the subjective sensations of 
anxiety but also the physiological concomitants of overactivity 
the sympathetic nervous system. Since anxiety' is part of a 
preparation for an interpreted danger or a reaction. to it, which 
sti m ula t es the body for action by alerting admost every organ, 
the resulting energy, if not adequately discharged, accuzpulates - 
and then its manifestations take the form of symptpim of illness 
(cf; case 22). 
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However, when we speak of psychosomatic disturbances, it 
is usually with reference to conditions in which persistent or 
recurrent emotion is only recognized through those physical 
activities that normally accompany that emotion, consciousness 
of the emotion in the form of subjective feeling being absent. 
It is a state of affairs in which nervous energy is in part or wholly 
' expressed through the vegetative nervous system, because some 
psychological barrier prevents the person from expressing the 
feeling at the conscious or behavioral leveL The emotion is 
repressed and only the lower level visceral concomitants are 
expressed. Since emotion is a stimulus to visceral, smooth muscle 
activities mediated by the sympathetic nervous, system, these 
phenomena are represented by such symptoms as sweating, 
tremor, increzised heart rate, vomiting and diarrhea. 

Because these symptoms are often the sole manifestation of 
an unconscious trend, they have been likened to the conversion 
symptoms of hysteria. But there is a very definite difference in 
that conversion symptoms are an attempted solution for relief 
of a well defined conflict through the voluntary nervous system, 
producing paralyses, anesthesias, convulsions, etc. The symptom 
represents an attempted solution of the conflict, and, since it is 
solved, the emotion which it aroused can subside. A psycho- 
somatic disorder does not express a solution of a conflict but 
represents the exaggerated physiological concomitant of the 
emotion blocked by the unsolved conflict. The symptom does 
not solve the conflict but is merely its end, result, because the 
conflict prevents the expression of feeling at a higher level of 
consciousness or behavior and only peimits its discharge at a 
lower visceral level. 

With normal acute emotional reactions, there are always 
somatic expressions. Pathological reactions are either chronic 
or repetitively recurrent, since full or adequate discharge does 
not occur, because of conflict with other internal or external 
forces. This chronicity and repetitiveness is of importance be- 
cause of the consequences of such long-continued activity. The 
fimdanaental thesis regzirding p^chosomatic disease is that loi^- 
continued functional alterations of smooth muscles eventuate in 
morphological changes (12, 13). For example, chronic dyspepsia 
with hyp^addity, hypersecretion and hypermotility of the 
upper-gnstroinfestinal tract may eventually result in a peptic 
nicer. Actually the dynamic emotional cause of the syndrome of 
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gastric dysfunction in the stage of dyspepsia is identical with 
that in the stage of ulcer. Thus, the psychiatrist can ascertain 
the emotional origin of a syndrome, but cannot negate the 
possibility that organic chzinges have already occurred. This 
must be determined by medical and laboratory examinations 
and appropriate treatment must then be given (13, 60). 

When intrapsychic or external blocks are overcome and the 
patient becomes conscious of the emotion which heretofore he has 
only expressed vegetatively, psychosomatic symptoms disappear. 
It has been demonstrated that there is a specific relationship 
between certain emotions and certain localized visceral symp- 
toms. This has been proved by detailed psychoanalytic work 
on a few patients and confirmed by statistical analyses of many 
others through more superficial studies of psychological “pro- 
files.” Enough data have already been obtained to establish 
the specific dynamic etiology of several psychosomatic syn- 
dromes. On the other hand, the generalized somatic changes 
described in chapter 9 are the restilt, not of specific emotions, but 
of free anxiety of long standing. 

In war neirroses psychosomatic troubles are frequent. The 
normal visceral concomitants of intense emotion are universal. 
Men are afraid and can’t eat; they vomit, or suffer from diar- 
rhea, rapid heart rate or breathlessness, or from all of these 
symptoms at the same time. It is when these are prolonged amd 
mtensified without full conscious expression of the basic feeling 
that the pathological psychosoihatic syndromes develop. In con- 
trast with civilian cases, the emotion is rarely excluded entirely 
from consdoTOness and anxiety is not concerned only with the 
resulting symptoms. The patient’s emotion forces its way into 
consciousness in some degree, resulting in anxiety, depresdon or 
other feelings and in lower level symptoros as well (26). 

Many patients with psychosomatic complaints are discovered 
in our routine physical examinations. Others are so Ul that they 
are studied in our speciatl medical wards. The table at the top 
of page 255 is an analysis of 330 cases, directly rderred to the 
intranist of our hospital for diffarentKil diagnosis, £ind indicates 
the frequency of various psychosomatic conditions. 

It can be seen that the most frequedt disturbances are 
centered in the gastrpintestind tract as opposed to the, frequent 
cardiac syndrom® obsoved in the last w'ar. S^^ested reasons 
'for this difference wU be given latar (cf. case, 3t);: The great 
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330 Psychosomatic Cases 


Type Percentage 

Gastrointestinal 46.6 

Cardiac. .• 14.4 

Dermatological 12.1 

Joint and muscle 11.5 

Urological 6.3 

Headaches and vertigo 5.7 

Hypertensive 2.3 

Chest 1.1 


variety of psychosomatic syndromes makes it impossible for 
us to present more than representative cases of the most fre- 
quent problems. We shall first consider the gastrointestinal 
disorders. 

Case 30: Vomiting developed after severe combat experiences as the sole 
expression of resentment in a previotcsly stable personality — recovery 
through narcosynthesis. 

The patient was a 25 year old B-26 Sergeant gunner, who 
fliew sixty-six combat missions bdbre being rotated to the United 
States with his crew. The patient entered the hospital com- 
plaining of nervousness and gastrointestinal troubles. He 
usuzilly vomited his morning meal and then either the noon or 
the night meal; Between times he was ravenously hur^pry but 
on reaching the dinner table a few bites would give his stomach 
a sense of fuUness and he would be unable to eat more. There 
was no r^ularity of pattern and no pain connected with vomit- 
ing, although at times he was nauseated all day and would have 
the “dry heaves.” He had lost 20 poimds before returning to the 
United States and there was little change in his symptoms from 
the time he left combat until he arrived at the hospital. 

He had entared combat in a ctirefree mood and during his 
first missions he enjoyed seeing the flak bursting aroimd him, 
and even his own ships goirg down did not upset him too much. 
However, m time vrore on, he began to realize that the Germans 
were j^aying “fiar keeps” and he began to have some anxiety. 
On his fbarty-seventh mission, two wing ships were lost and their 
crewS' were failed, This greatly increased his anxiety and he 
biegan to hdve battle dreamy insomnia, loss of appetite, weight 
iiss^ ihSadach^j irritabSity, forgetfiilness and vomiting. The 
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vomiting regime started soon after the forty-seventh mission, 
and, as it became established, some of the conscious anxiety 
seemed to recede. 

During his early treatment, the patient attempted to give 
the impression that he was self-sufficient and at first was some- 
what antagonistic; he resented the fact that he was in a hos- 
pital. Amo ng the things to which he objected was the presence 
of soldiers everywhere he went in town. He had especially 
disliked them since his return from combat. However, he soon 
became friendly with the therapist and throughout his stay was 
pleasant and cooperative. In fact, he seemed to need someone 
upon whom he could lean. Nevertheless, he often related how 
independent he was and how he always got along without 
assistance. During the first interview, he told readily of the 
onset of his illness. He could not understand why the vomiting 
had started nor why it continued, and he had become quite 
disturbed about it and really wished he could get rid of it. 

He spoke enthusiastically about ids crew and how they were 
the best anywhere. They got along splendidly and there was 
seldom any bickering, even on the ground. He seemed to be 
especially fond of his pilot and said he was the best of pilots 
but was beginning to go stale just before they returned. 

The patient denied any nervous or psychological disturbances 
prior to combat. He had completed two and a half years of 
college with the purpose of studying medicine but quit in ordo: 
to work in a hospital when it appeared that he would have to 
go into the army. He was rejected from aviation cadet training 
because of an old fracture of the nose and then .was made a 
gunner against his wishes. His father and mother were living 
and well and one brother was in the army. He denied that there 
was 2 iny family friction, although he had been semi-indepaadent 
since the age of 12, making his own way as much as possible. 
The patient had been married two years and got along well 
with his wife. 

Since thorough physical examination revealed no organic 
pathology and since the vomitfrtg seemed to be a visceral esqares- 
sion of an unconscious emotion, the patient was given 0.4 Gm. 
of pentothal intravenously, the aim being to effect a liberation 
of the emotion. He was started in his verbalizations by the 
question, “Why do you vomit?” He continued to talk for about 
thirty minute as follows; “At Atlantic CSty, they said I was 
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nervous. I’m not — I can do two hundred and fifty missions,” 

. . . (pause) ... “I think.” (“Why?”) “I’m a g d good 

tail gunner. They haven’t hit me, have they? They blasted at 

me but we just picked up a few holes. My g d head hurts 

. . . Hey, you know what? I’m getting drunk. Like more 
combat? No! We got a rotten deal” (with much emotion). 
“Damn armchair Generals think you can fly forever — ^too much 
flak. See that flak? — ^you can take a bath in it — ^too much flak — 
here comes one. Hey!” (sits up in bed). (“Did it hit you?”) 
“No, it got Smith — ^he was in it. Smith was in that plane spinning 

down there. He’s a fine b How many we lost now? Only 

three, but no parachutes come out. Armchair Generals! I’m 
sick— don’t know what of. I’m sick. I’m telling you, I didn’t want 

to fly this one, you s o b Take it easy” (to pilot) — ^“let’s 

get the hell out of here — ^this is too much flak. What’s the use, in 
five years you look like you’re an old man. Those damn armchair 
Generals. I’m sick. I feel sick. Let’s do something, even if it’s 
wrong. Pm sici. I’m sick. I never got sick in an airplane before — 
O.K.? Watch that fighter, coming in — get him for Christ’s sake” 

(jinnps in bed). “You shoot like a bunch of g d rookies. 

Hey!” (to pilot) “you’re a good Joe — I called to find if every- 
thing is O.K. I’ve never puked in a g d airplane but I think 

I’m going to. We got all kinds of flak up here. You can get killed 

by that s Just like Smith and Jones a minute ago. Where’s 

the smoke coming firom? It’s awfuUy dark” (he jumps as if hit). 
“Get me out of here. What the h^, I feel like I’m drunk but 
I don’t get drunk; I can drink any ten of you under the table. 

Fifty g d missions is too g d — many. I’m sick just like I 

always feel” (rises up and looks around — -lies dowm). “Hey, 
Dick, hey! look at my right arm — ^ids gone. Did it get hit? 
I don’t want to look. If I haven’t got a r^t arm, pitch me out. 
Purple heart — phooey ! I’m going to throw up. Get your helmet. 
We on the groimd?” (“Almost.”) “Easy, Dick — easy, old boy — 
boy, we made it. You can’t kill me. I feel drunk, I don’t fly 
drunk” (weaves around in bed and breathes very deeply). 
“I’m Mck. I’m going to quit this racket, Dick- — my damn stomach 
won’t let me fly.” (Almost vomits and belches.) (“Would you 
vomit if you didn’t have to fly any more?”) “Damn if I know. 
Somebody do something quick, even if it’s wrong” (writhes 
hround in b^). ‘/Those g_L_ d_^ tricycle Glenerals — ^there goes 
that 'ligbter . I think I got him. Why they send me to the hospital? 
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— I’ll be O.KL. and fly tomorrow. FU fly, but I know better — they will 
get me sooner or later. I’m sick. Don’t touch me, I’ll be O.K. I feel 
something on my arm. What is it? It’s awful hot down there 
though. Did my leg get hit? — feels like my knee” (therapist 
touches it). “Not that one— see, it’s the other” (he touches the 
left). “Hey, take it easy — ^am I ever sick to my stomach!” 
(jumps suddenly). “I’ll be O.K. in a few minutes” (noise in the 
corridor outside the room) — ^“must be someone running the crew 
chiefs stand. No use me lying here any more — I’m afraid of 
being an invalid. This is so stupid — ^flying day after day after 
day.” (“Where do you want to go?”) “Back to States.” (“Back 
to your wife?”) “Oh, boy!” (smiles). “She’s a good kid — ^the 
best.” (“Would you vomit if you could stay there?”) “How do 
I know? — ^that’s a silly question. I’ll tell you something — some- 
thing’s wrong with me. I can’t eat or sleep — ^but don’t tell Dick, • 
he’ll stop my flying. How long do I have to stay here? Everywhere 

I go there are g d G.I.’s, the s o — b — ^’s.” (Every tune the 

curtain blew out and let a shaft of light fall on his face, he would 
start and duck, saying: “See that flak!”) 

At this point he was awakening from the pentothal. He was 
able to recall little of the material without help. He was greatly 
siu-prised to find out how he had thought flak was bursting near 
him every time a shaft of light from a fluttering curtain liit his 
eyes. 

Tbe next day the patient looked much better and he stated 
his wife had been pleased when he came in last night. She had 
said he looked less anxious than usual, and he had eaten a whole 
meal without vomiting. His spirits were higher than at amy 
previous interview. The improvement continued for . several days. 
Although the vomitii^ had ceased, no increase in anxiety was 
seen. The patient was playing softball and attending his classes, 
and he was much more satisfied wuth the hospital. 

Another pentothal treatment was given him a few days later. 
‘Much the same type of material was obtained, although the 
emotion acoimpanying it was considerably le®. The patient 
seemed to be more aware that -he was bads in the United States. 
He oemtinued to be free of anxiety and vomiting for a 'wedc, 
when he met a friend just back from overseas. The friend told 
him that several of his friends in the old squaefron had bei^ 
killed. He reacted to this with cme episode of vontdtiiig^ mild 
anxiety and a return of some tremor cf the hamls.- Howe^v^r, .the 
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last symptom disappeared spontaneously in forty-eight hours, 
which was a therapeutic indication that he was becoming much 
better and that future incidents like this would become less 
rneaningful to him. 

The patient entered the hospital a pale, wan individual, de- 
cidedly underweight. During his three weeks’ stay, he recovered 
from the vomiting and latterly was eating five meals per day. 
His weight increased 8 pounds. Psychologically, he also improved 
a great deal. The only symptoms still remaining were mild 
irritability, slight forgetfulness and a lingering dislike of enlisted 
men. He still stated that he did not want any more combat but 
was much less emotional in his attitude toward it and willingly 
accepted return to duty. 


This patient had a stable, fairly well adjusted personality and 
entered combat with high morale and strongly positive feelings 
toward his officers and crew. He gradually developed anxiety 
but only on the forty-seventh mission did his ego recognize 
the true danger. He then developed severe visceral symptoms 
but persisted in combat with an overcompcnsatory aggressive- 
ness. In the hospital, he also demonstrated a superficial inde- 
pendence, which covared up a desire for emotional support. 
Undo: pentothal, the regressive nature of his illness was mani- 
fested as he verbally expressed hostility to the authoritative 
figures of his leaders, who did not protect him sufficiently, the 
“armchair Generals,” and at the same time was afraid and 
apprehensive of all stimuli. As he abreacted his resentment, the 
symptom of gagging, retching ^d almost vomiting appeared. 
This matatial was synthesized within his ego, for his vomiting 
promptly receded. It was truly a narcosynthesis, since, although 
the therapist gave the patient a rninimum of interpretations, the 
liberated feelings were kept in oansciousness and then woriced 
through. A second pentothal iigectk»n resulted in, less violent 
pmn tinn! and was fi^ttowed lay a good recovoy. Thus, as the 
patient became consdot® the armors about which he had 
never permitted verbalization ot evdh conscious thi nkin g, he was 
abk; to ^e sjp the loww-level visceral ^[rcss to the emotional 
es^ession.'’’ ' 

‘I'.Tn^'piatieiatibefore combat seemed to be a normal and stable 
dependence and later overcompensatory 
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aggressiveness suggested that there were unconscious ungratified 
dependent needs. The stress of combat resulted in gastric dis- 
turbances, representing an emotional language which could only 
be translated under pentothal. Then it was revealed that the 
emotion was rage at being deserted by supporting authoritative 
figures, represented by the Generals. His response to the desertion 
was not conscious nor verbal, because he had never permitted his 
dependent needs such frank expression. On the contrary, he 
behaved in. an overcompensating independent manner. When 
narcosynthesis overcame his psychological blocking, his emotions 
could be verbsilized and no longer needed a gastric outlet. 

Case 31: Vomiting as part of a regressive pattern^ caused by combat 
in a previously immature boy. 

This patient was a 21 year old Sergeant, who completed 
fifty missions as a B-17 gunner. On admission he complained of 
insomnia, combat dreams, tremor of the hands, easy fatiguability, 
loss of interest and excessive drinking. He had considerable 
stomach trouble. Although very hungry, he would vomit as soon 
as he took a mouthful of food. He was compelled to drink a 
great quantity of milk and felt he would starve if they took his 
milk away firom him. He had lost interest in everything and did 
not care what happened to him, whether he lived or died- The 
patient slept poorly, because he was awakened by fantastic 
dreams of being dive-bombed by German planes. When he fired 
on them with a machine gun, the scene changed and the planes 
were then cardboard toys and he was shooting at them with a 
child’s B-B gim. 

His first twenty-five missions overseas were not exceptionally 
severe, although he was frightened. As the targets were moved 
farther up into enemy territory, he suddenly awakened to the 
fact that this was a very serious business. This feeling was 
accentuated when his crew went down during a mission firom 
which he had been excused in order to do guard duty. He was 
very much upset then, could not sleep and dreamed all night. 
He began to hate the Gmnans and all planes. He felt responsible 
for the Ic^ of his crew, as if by some miracle he would have saved 
them, had he been along. ‘T should have been with them,” he 
said. couldn’t stomach it.” It was pointed out to him that 
he expressed his guilt and need for punishment by not eating. 

Under pentothal he viyidly and dramatic^ly ^deseribed, in 
the present tense, an attack by fighters on his plane, aijd, as he 
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groaned in agitation, he placed his hand on his abdomen. He 
talked about the pilot, who was the best officer in the 

army, and then went into a rage against all officers, protesting 
against being pushed around by grocery clerks who became 
ninety day wonders. His own application for a commission had 
been rejected. He wanted to turn the tables on all officers, 
put them against the wall and shoot them. All the time he cried, 
^I’ve got to get home.’’ He did not want to go to classes, and 
did not like to obey orders. He wanted to be a little boy, firom 
whom nothing was expected, who had no responsibilities and 
who could do what he wanted. 

At his next pentothal interview, he was quite dramatic, 
vividly relived his experiences in planes and then, in a childish, 
simpering way, stated his crew were not dead. Then out came the 
material how he hated the army because it had killed his 
friends. When it was interpreted to him that he was afraid and 
would not admit it and that he reacted to his damaged self esteem 
by hating the ariiiy, he became much more childish, crying and 
feeling ashamed that he was not a man. He reacted violently to 
any directions given by the nurse and began to drink heavily. 
This retreat irom a grown-up state with responsibilities to that 
of a little boy was quite obvious, and, when this was pointed 
out to him, he said that he had often thought of his boyhood, 
and described an idyllic childhood with wonderful parents. How- 
ever, when the patient was 15, his brother, who was four years 
older, was drowned and his mother went to bed for a year, so 
that he had to do 2 ill the cooking. He could only finish the 12th 
grade of school and then had to work on a farm and later in a 
factory. 


It is interesting to note the primitive protective device this 
patient’s ego had adopted: that combat was a sort of game and 
that magical infiijiences would protect him. But when the going 
became tough and death struck close to him, the play ceased and 
reality was faced by his ego. This hard-won and terrifying realism 
was reversed in his combat dreams, where German dive bombers 
once more became cardboard toys — a. comforting thought, only 
a game after all. This clear view of combat dangers initiated the 
process of regressipn^ and like a little child he had to subsist on 
a milk diet: Intofest in vernal realities ceased and self interest 
dominatai his behavior. When his infantile narcissism had been 
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traumatized, his behavior sank to a vegetative level. Anger 
against cruel fate was expressed only by the technique of a 
child — ^by vomiting everything except milk. At the same time, 
a childish rage was projected to the army in the thought, 
^^They are responsible” (cf. chapter 13). 

In spite of the patient’s statement that his childhood was 
ideal, his actual history indicated that he had assumed heavy 
responsibilities early in life and had been compelled to do his 
mother’s work during her illness and had remained strongly 
attached to her. Within this emotional setting, the stress of 
combat evoked, not direct expression of fear and rage at fiiistra- 
tion, but only the gastric concornitants of these emotions. His 
early and excessive responsibilities had forced his ego to become 
overly independent and intolerant of conscious recognition of 
his dependent needs. Yet these were so great after fifty missions 
that they could not be gratified in the army and he was dis- 
charged to civilian life. 

Case 32: Previous gastric distress made worse by combat. 

The patient was a 22 year old ball turret gunner, who entered 
the hospital complaining of zinxiety, loss of appetite, nausea and 
vomiting, tremor, restlessness and excessive perspiration. He had 
been in combat duty eleven months and finished twenty-five 
missions. His nervousness was of gradual development, without 
any particular precipitate cause. After his twentieth mission, 
everything seemed to affect him greatly and his fears were no 
loiter controllable. He became shaky, restless, sleepless and 
•anxious- His stomach had bothered him all the time he was in 
combat but it became mudi worse as his symptoms developed. 
ESs ihissions were all very severe but not more severe after the 
twentieth. He felt afiraid in his ball turret because he was not 
sure , that his crewmates would pull him out if the machinery 
stuck in a period of stress. 

Tbis patient was the youngest of three brothers. The eldest 
brother aiRi he neva? got along well together. When the patient 
was 15, his father became an invalid smd he to assume the 
re^xmsibilities fcec his parents’ sxqifpc^' He became a farmer. 
From the time of his fe.ther’s death •tmd.. the incfease in his 
nsponsibilities, he had. reehrrent stomacbt tronble every or 
three mmiths. An old^ btother 

always resented this. His rs^ IJSfe he^fi^t 
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sex was dirty and nasty. He had an antagonistic attitude toward 
women, whom he believed took advantage of their sex. On his 
return home, he broke his engagement to a girl with whom he 
had been going for some three years, because he felt so changed. 
Discussions of his relationship with women revealed that, while 
he wanted a woman to give, him support and strength, he also 
felt that women were dangerous because they required a great 
deal from him in the same way that his mother had been de- 
pendent on him most of his life. He was tired of the army and 
would have liked to get out. He had a strong feeling of inferiority 
from being a “hick farmer.” 

This patient had had psychogenic stomach trouble since 
adolescence, when he was called upon to assume responsibility 
for his parents’ support. His behavior and conscious reactions 
were normally adaptive and apparently adult prior to combat, 
but the small boy imdemeath expressed his emotional longings 
for passive gratification by dyspeptic symptoms, whidh ware Ids 
sole means of expressing hunger for love. Demands of combat 
increased his passive needs, although he behaved well. In view 
of his family configuration — ^being the last child — ’his fear that 
his brothers in the combat crew would not rescue him from the 
turret indicated how much he felt unwanted. A deep conflict in 
regard to his position in relation to his mother was indicated. 
On return home, the patient found himself in a dilemma re- 
garding his relationship with women, typified by mother and 
sweetheart. Would they take care of him or must he support 
them? The latter was impossible at that time because of the loss 
of his ego’s capacity for overcompensations. The continuous drain 
on his ego’s energies had exposed the little boy, who then had to 
satisfy his imgratified (appetite for love and attention in gastric 
language since the self-respecting component of Im ego would not 
permit a direct expression erf his needs. 

Case 33: Anorpda and or. fl r^rt^ssioe reaction to loss oj 

supporting figures in cimbat. 

This patient entered the hb^atal with complaints of fear of 
planes, nervousne^ insomnia, loss of appetite except for milk, 
and battle dreams, coming on gradually during his duties as a 
tail; ^inn^ ofr la B«26 on sixty-^feir minions. His symptoms be- 
came after his retiim to Jhe XJnited States for a furlough. 
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The patient left high school at the age of 18 to enlist in the 
army. Assigned to the Air Forces, he volunteered for aerial 
gunnery, and, before he felt adequately trained, he was assigned 
to an outfit of B-26 bombers destined for immediate overseas 
assignment. Flying appealed to him at that time and he was 
greatly disappointed when his position in the crew was taken 
by a nonflying enlisted man for the trip to the combat theater. 
He flew his first five missions with a Major as pilot, whom he 
regarded as a “good Joe” and admired because of the officer’s 
regard and consideration for the enlisted men. The missions 
flown with the Major were without any significant mishap and 
relatively firee of enemy fighters and flak. On his sixth mission, 
he was assigned to a permanent crew and was flying his first 
mission with them, when he witnessed the Major go down in 
flames in another ship. This frightened him and for a long time 
he could not forget the loss of the admired Major and developed 
vomiting of most foods except milk. It was not until his sixteenth 
mission that his crew began to meet with stiff fighter opposition 
and intense flak over enemy taritory. At this time the patient 
began to lose control over himself imder fire and found himself 
freezing to his guns and shielding himself behind armor plating 
when in contact with flak and enemy fighters. On one mission, 
his plane was badly damaged by flik and the patient had not 
expected to return. As his missions progressed^ the patient be- 
came more tense and fearful of planes and flak. Although the 
intensity of flak continually increased, no members of his crew 
were ever injured in all their missions. A very close firiend of the 
patient, five years older and a member of another crew, was 
lost on his fifty-first mission. This boy, Pete, he had admired for 
his worldliness and knowledge cf many things about life. He had 
made many pleasure trips to London and Scotland with this 
friend and enjoyed them all because of the things he learned 
from him. Most of his time away from flying duties had been 
spent in the company of Pete. He had been pletised at being 
called “Junior” by him. 

After the completion of his fiftieth mission, he was threatened 
with severe punishment if he did not Continue to fly mm-e 
missions. He continued flyii^ missions under great strain and 
fear, imtil he hzid oimpleted his tixty-fourth and was relieved 
for a furlough home. . , 

The patient had an e^entially negative past medical history. 
His father died when he was one and a half years old and his 
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mother never remarried. He was the youngest of three children, 
having one sister six years older and one brother two years older. 
He has been close to his mother and spoke of accompanying her 
often to visit relatives and to the movies. His mother died of a 
“stroke’’ when the patient was 14 years old and he went to live 
with an aunt, who was nice to him but scolded him frequently for 
things his mother had permitted. 

In the discussion of his symptoms, it was pointed out to him 
that he still looked for the security and attention of his mother 
and he always formed an attachment to any individual who would 
offer him any semblance of affection. His attachments to the 
Major and his friend Pete were used as examples of that wish 
for dependence on someone. He was given insight into the 
immature outlook he had on the world when he enlisted in 
the Air Forces and trained as an aerial gunner, not realizing 
the hazards of flying and flying in combat warfare. 

^ In a pentothal interview the patient spoke calmly of his 
combat experiences but responded with sorrowful remarks when 
his friend Pete was mentioned. ‘‘He was a swell guy^ He liked 
me and he used to call me ‘Junior.’ I admired Pete. We went to 
London together and he took me to Scotland on a furlough. 

“I want my mother. I felt bad when I lost her. She treated 
me nice. I missed her in the bairracks when the boys and I would 
have fights and I would lay in my bunk and cry.” 

The patient felt better after the pentothal interview and the 
next day the entire subject matter of the interview was discussed 
with him. It was pointed out to him that he always had a great 
deal of dependence on someone and his feeling of insecurity and 
immaturity accounted for his symptoms. 

The patient showed marked improvement in the hospital. 
His appetite improved but he still craved a great deal of milk. 
His sleep became more restful and his dreams decreased. He 
presented less restlessness at the interviews. In view of his im- 
provement, he Was discharged for a trial of duty. 


This young gunner had hardly known a father and was closely 
attached to his mother. For a time, close attachments to older 
p^sons in his group, whom he looked up to and admired as 
father ^^res, supported him through the anxious moments of 
combat. WheO they were lost to him, he could not carry on as 
before. Yet he cpuld not permit complete conscious expression 
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of his needs. These were expressed on a viscerad level by stomach 
symptoms and a craving for mUk. When they were made con- 
scious by means of narcosynthesis and psychotherapy, his 
symptoms improved. 

Case 34: Abdominal pain and vomitings expressing fear and hostility, 
relieved by narcosynthesis. 

A 20 year old Sergeant served forty-five combat missions as 
a radio gunner on a B-17. His chief complaints were pain in the 
epigastrium, constant and dull in character, vomiting after meals 
and occasional headache. There was a moderate startle reaction 
to sudden loud noises. 

The patient exhibited nervousness and a moderate degree of 
tension in his first interviews. He wnmg his hands and cradced 
his knuckles constantly while talking but was very cooperative. 
He stated, “I’m a little nervous and irritable. When I was home 
on my furlough, I flared up at my mother a few times and told 
her off. I was sorry afterwards — she still seems to think that I’m 
a little boy and kept telling me what to do.” The mother had 
always been nervous, cried and worried a lot, while at the same 
time she was strict and kept the patient and his brother “tied 
to her apron strings.” The therapist asked the patient when he 
first noticed his nervousness. “I’ve been nervous ever since my 
first mission. On the take-off we damaged the ship when we left 
the runway. The pilot took us to 4,000 feet and we all bailed out. 
I was scared as heE and I broke a bone in my foot when we 
landed. I was taken to a hospital and a cast was put on my foot. 
After this I was grounded for six wedis.” The patient then began 
talking again about life bads in the United States. “What mak» 
me mad is thrae damned dvilians. When they can’t get steaks 
two or three times a day, they’re upset. HeU, we couldn’t even 
get cigarettes overseas. On Christmas Day we ate G rations. 
Wh«i I was home on my fiirlough, I was in a restaurant one 
day. A civilian that sat next to me admd how it was over there; 
I told him to join up and find out for himself. One word led to 
another and first thing I knew I let him have it.” 

The patient tiien talked of Ins parents. “My , mother didn’t 
Want me to fly. I was glad to go in the army and be my own 
bces^. She wouldn’t righ my papers or I would hayeibeen an 
ofiicer. She always did tfeat .me as a baby and tib®u^ht- nay 
slightest cold was a serious iBsess. When. I washome^^te.l^ahtsed 



PSYCHOSOMATIC STATES 


267 


me to promise not to go to combat again. I told her I wasn’t 
going to stick my neck out again.” He then continued to talk 
about civilians and his hostility toward them. 

In the second interview, the patient was asked to tell about 
his most severe mission. He began, “My worst raid was over 
Germany. We had bad luck that day. On the way out about 
three hundred fighters jumped us. The two waist gunners were 
wounded. We had two motors shot out and a third one was 
smoking. We were just about out of ammunition and gas. We 
reached the target O.K. and started back. We thought we would 
have to bail out before we reached home but we didn’t. When 
we got back to our base, we had to make a crash landing be- 
cause our landing gear was shot up. I really was sick after this 
raid. I vomited soon as I got out of the plane and I had a pain 
in my stomach. I was pretty sick ever since my friend, a ball 
turret gunner, was shot down on his twenty-fourth mission. He 
and I were good pals. He was married and didn’t run around 
either, so we had a good time together.” After a short period of 
time, the patient made a normal recovery from the news of his 
friend’s death. 

On entering the room the next day, the therapist saw a picture 
of the patient’s girl fidend. He remarked that she was a vay 
pretty girl and then asked how old she was. He answered, “That’s 
the trouble. She’s about 11 ye^s older than I am. Her folks 
don’t think we should get married, but my mother thinks we 
should. She has been married before and has a little boy 10 years 
old, but that doesn’t make any difference to me, and I don’t 
give a damn what other people think.” He continued to speak 
of what good times he and his girl fidend had. He remarked 
several times that his mothw approved of the marriage. He 
insisted that he was going to marry the girl and ask^ the 
therapist’s opinion on the age difference. 

At the nest interview, the patidit w^ a^ed how he was 
feeling and he replied, “I don’t feel a damned bit bettor. I still 
can’t eat, and, when I try, 1 Vbnnt;” Ihe pa'dent.was then ^ven 
7.0 cc. of a 5.0 pear cent pejE^sothd solution and toldffiatthemotors 
were beir^ warm^ up to go on the At^burg raid. His muscles 
became very taise and he began moving his hands and legs, 
ditowing mudl' anaaety. -Foor about one'hour he actually relived 
ffafe r>^l’'^ilid‘he ts^ed widh the pitot and other members of. the 
cirlw ftttojfeohd.; Bvery detail of the raid was brought 
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out. He described the wounding of both waist gunners zind their 
plane being attacked by fighters, the motors being shpt up and 
the tail of the plane being damaged. He brought out considerable 
hostility toward the pilot, which had never been mentioned 
before. The patient was told that he was now back in the United 
States and that there was no further need for worry or feeling 
afraid. 

The next day the material was reviewed, most of it being 
ronembered by the patient. He related that he had eaten his 
first good meal last night amd that he had eaten three eggs and 
a pint of milk for breakfast. The pain in the stomach was less 
marked. Subsequently he continued to eat well and gain weight. 
He complained of very little pain in the abdomen and he no 
longer desired to leave the army. He was discharged from the 
hospital to full military duty. 


This boy entered the army very young in an effort to escape 
from the restrictions of his mother’s attentions. He made a 
strong effort to be independent to the point of overcompensating, 
especially on his return home, as evidenced by his anger at his 
mother and at civilians. His present intentions of marrying a 
woman older them himself with a 10 year old child indicate that 
he is still living out a displaced passive attitude toward his 
mother. It became essentieil that this boy in combat repress all 
fear, which he equated with childish or weak attitudes. They 
were only expressed in gastrointestineil language. Under pento- 
thal he was able to abreact fear of the enany and anger at the 
impotent pilot and to ^mthesize these feelings into consciousness. 
He lost hfr syniptoms spontaneoudy. 

Case 35: Gastrointestmal distress in the form of hysterical conversion 
symptoms, representing an intrcpychic corfhct accentuated by combat 
experiences. 

The patient was a 32 year old Sergeant gunner, who ap- 
pearai prematurely old; he entered ijie hospiteil because of 
depression and restlessness. These symptoms b^an after about 
thirty missions and he attributed them to the loss of many 
friowfe and to poor food. During his second interview, the patient 
appeared tomewhat depressed and stated that he had ip§t interest 
in everything and did not care about ground work'^OP flying. “I’d 
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like to go oflf in the woods by myself for a week. T hinkin g of 
combat doesn’t bother me much. I talk about it, but it doesn’t 
upset me. I have occasional nightmares, but they aren’t neces- 
sarily of combat. I began to feel this way about three months 
ago — after I had flown about thirty-one missions. While I was 
home, I felt pretty good. My stomach bothers me though. I have 
a good appetite, but I get to feel a heavy weight across my 
stomach. It lasts about three days. No pain and I don’t feel like 
vomiting. I’ve had it for eighteen months, ever since I had an 
attack of food poisoning here in the United States. It has gotten 
steadily worse. At first I thought it was cancer, but I’m sure 
there is something wrong. I don’t care about life any more. I 
can’t get interested in anything. I don’t know if I’d feel better 
even if I did get out of the army. I keep thinking of all the boys 
in my outfit that I lost.” 

The patient was tremulous, depressed and perspiring. His 
“stomach trouble” was not localized to any special place in the 
abdomen; it was now in one place, now in another. It felt like a 
weight, as if he were too full or had gas, or as if he needed to 
move his bowels, though this did not bring relief. 

Because of his complete lack of emotional insight, he was given 
a p^tothal treatment. He was asked to talk about flak. He 
briefly spoke in the present tense of flak — ^“thick enough to walk 
on.” It would be a miracle if he_ever got out alive. He did not 
give a damn what happened — ^all this in the most unemotional, 
flat, hopeless way. Then he talked of friends dying. “It’s not 
right for them to die that way. No one should have to die.” 
And then he begzin to show anxiety. He rolled his head from 
side to side and clasped his abdomen with an expression oj pain and 
asked to be allowed to walk. “It’s too full.” The therapist urged him 
to tell more of his combat experiences which he did in detail. 
His response was: “I’ve gone through a lot all my life.” At 
13 years of age, he worked twelve hours a day in a stone quarry. 
When asked about what made him work so hard, he answered 
that, when he was 6 years old, his brother was bom by cesarean 
section and his mother was never well from that time, sufiering 
frequent serious attacks of heart trouble. She had much medical 
care and consultation with the best heart specialists in the 
country i Always thef C was the fear of her dying. He remembered 
atayii^ up ni^ts with her, carii^ for ha-, nursing her, doing the 
hows© 3he was n«voas and worrisome. About four or five 
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years ^o, he began to think it might be better for her to die. 
He immediately assured the therapist that he had never wished 
her to die — ^it was just that she sioffered so. Overseas very often 
at night he worried about her dying. 

The patient recalled that, when he was 6 years of age, he was 
with an older brother in a neighbor’s house looking out of the 
window, waiting for the neighbor to return, and hoping she 
would allow him to return home (from which place he had been 
put out), where something mysterious was occurring. He could 
not recall what he was thinking about. Quite likely, he stated, 
it was about getting food. 

The next day the patient felt no better. The therapist told 
him that his present distress seemed related to his feelings about 
his mother. He then recalled some resentment that he had felt 
when he was 18 or 19 years of age because he had to stay home 
to care for her. He could not go out — could not leave or get the 
job he wanted to. He was reminded of his thought that his mother 
would be better off dead. He said that it was because she suffered 
so and worried so. The therapist told him that he resented the 
burden imposed on him, and he was asked to try to remember 
all he could of the sixth year of his life. His prior life at home was 
very happy, all the fa m ily went fishing together, and so on. He 
recalled hiB mother getting fat. Then one day she was in bed, 
tossing her head from side to side, moaning and groaning: “Oh, 
Lord!” — ^and clasping her stomach. He was frightened and he 
and his older brother were sent to the neighbor’s house until 
evening. When they returned, his mother asked for water. He 
brought her some but then the water was withheld from her. 
He then satv the red and ugly baby. Later he felt resentment becatise 
he could not have things doi^e for him ais in the past, such as 
mother putting hiih to bed. The therapist suggested that combat 
drove hhn back to a greater need for his mother and the subse- 
quent fimstration induced the same reaction as when he was a 
child and his mother wzis taken firom hhn- Instead of a loving, 
devoted mother, he only got a mother with a stomachache 
(with whom he now identified). 


This case is presented to demonstrate the basic difference in 
the psychodynamics of gastrointestinal symptoms, produce! by 
regressicm of emotional patterns into low-level vi^leFal actnd^ 
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and of those produced by hysterical conflict, as in this patient. 
The patient was stimulated to an increase in his intrapsychic 
conflict, eventuating in severe symptoms, by the loss of his com- 
rades, which revived the old conflict over the loss of his mother 
when she faithlessly had another baby, to whom she was more 
attentive. Through introjection of the mother toward whom he 
had disagreeable ambivalent feelings, the patient was able to 
gratify himself by possessing the mother within him, but also 
had to be punished by suffering in precisely the same way as she 
did. His fear of his mother’s dying was the result of a projection 
of hostile feelings toward her. These were made conscious under 
■pentothal. The result was an increase of his own deat hlik e pain 
and the fear of cancer inside him. Here we see that the symptom 
represents an idea behind which is a hysterical conflict; it 
expresses gratification and pimishment. Because his psychological 
defenses against insight were so strong, litde beneficial result was 
obtained and the patient was discharged from the army. 

Case 36: P^ckogenic headaches caused by repressed Jear and anger, 
increased by combat, . 

This patient was a 28 year old bombardier who had been m 
the army for four years. Two years ago, he was washed out of 
pilot training. He was sent overseas, where he flew four combat 
missions of moderate severity. After his second mission, he com- 
plained to hjs Flight Surgeon about severe frontal and temporal 
headaches, which had been intermittent for many years but had 
become constant since he had been in combat. Thorough exami- 
nations in several hospitals disclosed no organic disease. The 
patient became depressed, lost 30 pounds in weight and slept 
poorly. He was sent home by the Medical Board gfter failure of 
psychiatric treatment ovaseas. 

The patiait came from a middle class ,fa:mily, in which he 
seemed to be the favorite of the mother. His fatha: was good to 
bj-m but quite strict in many attitude Intemittent headaches 
b^an in high schoefl and became more frequmt; they were not 
rdieved hynaedicadon. Th^ reached an intent st^e, althot^h 
still intermittent, while he was flying in this country. 

The patient had a stem facial e^ession and scowled fre- 
quently, He seemed not aivmys to h^ people talking to him. 

recalled that developed thisi trmt as a child, not hearing 

that he wouldn’t have to go into 
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the house. He also did not want to hear the boys call him 
“Fatty.” Under pentothal it was disclosed that the patient had 
great fear of flying because of the danger of falling. He secretly 
was glad to be washed out of pilot training. He finally came to 
admit that he was actually terrified of flying, even as a bombar- 
dier, but could not quit and maintain his self respect. Further- 
more, he had a great abhorrence of killing people, hated war and 
felt it was futile. Further light on his past was revealed, indicat- 
ing that early in life he was rebellious to teachers and authority 
but later he kept his rebellion in check. He would walk away 
firom all arguments and disputes. In reconstructing these episodes 
he came to realize that his intermittent headaches developed 
during periods of unexpressed anger. As the patient became 
conscious of the relationship of unexpressed fear and anger to his 
headaches and was assured he would not have to fly again, his 
symptoms disappeared and he became free of headaches. 


Here we see the relationship between a repressed emotion and 
a disabling symptom, which at first caused great difficulty in 
difierential diagnosis but finally was found to be psychogenic. 
Ventilation disclosed that the headaches were due to a conflict 
between rebellious aggression against an authoritative figure in 
the army and fear of retaliation. Abreaction and conscious 
knowledge of the problem, with environmental manipulation 
(grounding), effected a relief of symptoms. By this we do not 
mean a cure, for we have not touched the primary source of the 
conflict — we have only made its later causes conscious. 

Case 37 : Palpitation and precordial distress without cardiac disease, 
due to repressed emotion. 

A 30 year old clerk spent tiiree years overseas under the 
jurisdiction of oflScers who were poor leaders, inefl&cient and 
hostile to their men. Living conditions were not good and oppor- 
tunities for diversion infrequent. Durir^ this period the patient, 
who had neva: before been ill or had eardiac syipptoms, became' 
conscious of his heart. 

After several interviews he was able to reconstruct the fdation 
of his heart symptoms to external events. When terribly annoyed 
with his ofi&cers oe after some particularly unfair treatm^t, he 
developed precordial distress. He was unable to retoft or com” 
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plain to his superiors and would walk off to see about something, 
change the subject or talk to someone else. His subordinates were 
foreign soldiers whom he had to train but he could not displace 
any anger to them, since that too brought down punishment 
from the American officers. During an interview, he seenied 
about to get angry at the memory of his past difficulties but 
turned away from the subject and gave vent to no emotional 
expression. 

After several interviews with and without pentothal the 
patient was able to express his rage and lost his cardiac symp- 
toms. He made a complete recovery. 

We have here an example of a cardiac neurosis in a non- 
combat soldier who suffered from repression of hostile feelings. 
He had no outlet for his r 2 ^e except at the cost of more oppression 
and punishment. He devised methods for “putting the situation 
out of his mind.” After many months he developed cardiac 
symptoms, which were the sole expression of his reaction. Even 
when forced to tell the story, he related the events in the first 
interviews in a coldly intellectual fashion. Recovery resulted 
when consciousness of the emotion was made possible. 


We have seen other noncombat soldiers overseas with cardiac 
neuroses and certainly many cases have been reported from the 
Continental army. We have not observed these conditions fre- 
quently in combat soldiers. Probably they have sufficient outlet 
for release of their aggressions in combat, so that not aU of the 
emotion is expressed through lower-level visceral outlets. In the 
last war, with static trench warfare, cardiac neuroses were 
common. In this war, with its great mobility and activity, espe- 
cially in the air, outlets for aggression are available for everyone. 

Case 3'8; 'Psychjogenic diarrhea. 

The patient was a 30 year old photographer, who spent two 
years overseas in a relativdy safe environment. He had been 
closely attached to his mother, whose baby he had always 
remained. His father died while the patient was still an infant, 
but his motha: never remarried because she did not want him 
to have p. sti^father. The patimt was a good boy and had an 
exoellfetft wori; record. He lived with his mother and on three 
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separate occasions brought home girls he loved, but his mother 
rejected them each time and “she is always right.” He was in- 
love, at the time of this examination, with a girl of whom his 
mother approved. After marriage, of course, his mother would 
live with them. 

The patient had never had any gastrointestinal distress until 
four months ago, while still overseas. There he developed a 
dysentery, which cleared up under treatment, but since then 
there had been episodic exacerbations of diarrhea. He remem- 
bered that the whole thing began when his wonderful and peace- 
ful job as boss of a small unit was disturbed by the assignment of 
two wise-cracking, smart boys, who ruined the morale of the 
unit. He remembered that, every time he suffered from diarrhea, 
he had been angry about something. While home on overseas 
furlough, he developed diarrhea after an argument with his 
partner. He stated: “I don’t fight — I just eat my own insides 
out.” These were apparently indigestible for him. 


This patient demonstrated the prolongation of diarrhea 
initiated by dysentery in a psychologically prepared person. It 
was obviously a visceral expression of anger which could not ‘be 
expressed consciously. Disturbances of the lower gastrointestinal 
tract are common' in combat soldiers. They are ,an accompani- 
ment of fear which precedes a mission and infantile rage against 
having to endanger oneself. These usually disappear on relief 
fixan combat. Those that persist are usually found in noncombat 
soldiei^ 

Experiaice wifh combat soldia:s of evefy type demonstrates 
that fjle most frequent symptoms of visceral disturbances arc 
related to the gastrointestinal tract. These are normal con- 
comitants of severe emotional reactions induced by fearful 
stimuli (cf. chapter 5). Men often vomit and have diarrhea 
before going on- admission. But these are temporary reactions 
and last, only as long as the source of fear persists. A gunner 
may be able to eat no food the night before a mission, yet nmy 
have a healthy appetite during the day or days between missiohs. 
Some soldiers have persistent nausea, vomiting and diairhca 
during a large part of their combat duty, especially toward the 
end, after long-continued eq>osure to fear, but theSe symptoms 
subside on return to a zone of safety. Yet a- of 
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patients persist in their symptoms long after return to the United 
States and are referred to a hospital. 

Alexander and his coworkers (3), in their pioneer work on 
gastrointestinal disturbances, have pointed out the relationship 
between the direction of psychological trends and the activity 
of the gastrointestinal tract. Three major functions are described: 
the intake of food, the partial retention of foodstuff for growth 
and maintenance, and the elimination of waste products. Cor- 
related with stomach activity is the wish to take; correlated with 
bowel activities are, in diarrhea, the wish to give, and, in con- 
stipation, the wish to retain. These workers have found a high 
coixelation between the nature of a psychological trend, inex- 
pressible at a higher level, and the gastrointestinal symptoms. 
Subsequent investigators, by studying the exposed gastric 
mucosa, have confirmed the thesis that normal emotional reac- 
tions are accompanied by functional changes in gastrointestinal 
activities. All of us are aware of such phenomena in our daily 
emotional lives. When we are unable to feel the emotion con- 
sciously, it is expressed in exaggerated smooth muscle activity. 
It is this excessive functioning, alone portraying the emotion, that is pro- 
ductive of symptoms. 

How does combat directly or indirectly influence these 
psychosomatic symptoms? That the situation of battle stress 
evokes fear sxid anger is well known, but it is equally true that it 
causes exz^gerated needs. All of these trends are acceptable in 
conscious expression to a degree. We have heard a great deal 
about the excellent modem attitude of armies in this war, which 
accept fully the tmth that 2 ill men are afraid, and encourage men 
to be conscious of their own fears and. to beheve that they are 
acceptably normal. Up to a point, this is excellent mental 
hy^ene. However, recognizing that one is afraid is no help in 
dealing with this emotion when it assumes a great intensity. 
Whether one knows about fear or hot, when its enei^ 'reaches a 
certain threshold, it transcaads the level of visceral activity, 
and floods consdousness and the ego, causing disastrous fli^it, 
panic or paralysis. This knowledge does not abolish the visceral 
componaits of the' emotion. A soldier may be angry at his 
cfficers and the army and indulge in “gripes” and mild verbaliza- 
tion, but he cmmbt express the real intensity of his feelings, 
eqse^SaUy pitrQr ir^mpetence in the stress of battle, without 
scdkaB ooinseqfehees. Hint in spirit by constant enemy attacks 
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and loss of comrades, a soldier may admit that he would like 
to be at home with mother, but in his group he cannot cry and 
sob in the expression of the longing he really feels. Therefore, 
in all the psychosomatic disturbances precipitated by combat 
we see, as we do not see in our civilian cases, a considerable 
amount of free-floating anxiety indicative of a higher level of 
expression, but the majority of the emotional expression is felt 
only as symptomatic visceral disturbances. 

Certainly the flmdamental process is regressive in that the 
energies of emotional expression act on a biologically lower level, 
closely resembling the visceral behavior of the infant. Dyspeptic 
symptoms and ability to ingest only milk, as a psychosomatic 
symptom, could well have been discussed under the heading of 
Passive-Dependent States (cf. chapter 10). Cases 23, 24 and 25, 
described under that heading, also had gastrointestinal symptoms. 
However, there is a profound difference between the crying, 
dependent youth and the milk drinker, and between the 
hostile, aggressive boy and the vomiter. The difference is that 
in one the expression is conscious, in behavior or verbalizations, 
and in the other the meaning of the symptom is not known to 
the patient. He does not permit himself such knowledge or ex- 
pression because there is another force within him, an ego- 
syntonic and self-respecting attitude, that prevents such infantile 
tendencies from rising to consciousness. This psychological 
block, effected by ego forces at the behest of the ego-ideal, is 
stronger than the forces of expression. Since the result is an 
ejqpression only at visceral lev^, the ego has won the battle; 
it is stronger than the tendency. In fact, it may give a semblance 
of even greater strength by its technique of overcompensation. 
Thus, a passive-dependent trend, expressed gastrically, may be 
accompanied by an aggressive and independent attitude. This 
only serves to deprive the individual further and increase his 
longings. 

The effect of combat in producing gastrointestinal disturb- 
ances cannot be classified in simple terms that indicate a rela- 
tionship between a specific emotion 2 ind a specific symptom. 
Those with hyperacidity, hypermotility and hypersecretion, re- 
quiring milk ^most as the sole diet, express ja great need to be 
loved and taken care of. Nausea and vomiting often are the sole 
expressions of hostility to ofixcers and superiors^ which coirespond 
to the gagging of the* angry infant. Guilt and depitession with ^ 
self condemnation over the death of a close friend are frequently 
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accompanied by loss of appetite and a feeling as of a load in 
the stomach. Diarrhea is an expression of anger, fear or restitu- 
tion because of guilt. 

Headaches and vertigo are most often associated with un- 
conscious conflicts involving, as a rule, some unexpressed aggres- 
sion. The same holds true for hypertension, hyperventilation, 
various bodily pains and skin rashes. The exact relationship 
between symptom and emotion cannot always be elicited in the 
time available. Frequently a symptomatic cure is accomplished 
without clarification of the dynamics. 

The people who develop severe psychosomatic symptoms in 
combat are usually prepared for these troubles. Some have had 
the identical disturbances in civilian life, but these usually 
become so ill that they cannot carry on for more than a few 
missions. Among those who develop the symptoms for the first 
time are those whose character structure and past life conform 
to the psychological pattern of patients with similar troubles in 
civilian life. The great majority have succumbed to an intoler- 
able life situation and recover promptly on removal from stress 
and insight into the current conflictual problem. The prognosis 
for recovery is, of course, better when there is less of a habitual 
pattern of similar reactivity and the new external catastrophic 
stress has been most important in the etiology. Those with life- 
long patterns of psychosomatic reactions and rigid psychological 
defenses need lengthy treatment to reorient basic attitudes to- 
ward early but persistent conflicts, only exaggerated by recent 
stress (14). Recently developed syndromes may be cured with 
narcosynthesis alone even without interpretations. Others re- ^ 
quire interpretations and considerable “working through.’’ 
Sometimes recovery is rapid, after a few neutral interviews, 
indicating that the interest of the therapist has alone been 
sufficient to gratify the ego and establish its control over the 
symptoms, but recovery here is tenuous and future relapses may 
be expected even under only light stress. 

Our war experiences indicate that early and adequate treat- 
ment of most psychosomatic disturbances is effective, and point 
clearly to an application to civilian medicine. Patients should 
not be treated medically for years if recovery is desired. On the 
contrary, symptomatic relief do^ not stop the process of struc- 
tural alteration or fixation of psychological patterns. These 
states of “functional ’disturbances” must receive early psychi- 
atric treatment. 



CHAPTER 12 


Guilt and Depression 


One would expect the soldier, after an arduous and dangerous 
tour of combat duty, to be overjoyed at receiving orders for 
relief, and profoundly happy on his arrival back in the United 
States among his family and friends. Most soldiers do experience 
this feeling but there are others who become depressed and 
irritable. It is difficult for those who have not experienced 
separation from a close group, from men with whom they have 
endured hardships and experienced hundreds of adventures, 
from comrades with whom they have lived in great danger and 
constant intimacy, to consider such depressions as anything but 
pathological. As a matter of fact, the normal reaction is one in 
which joy and regret exist side by side, the former usually over- 
shadowing the latter except under pathological circumstances. 

Early in the war, Air Forces squadrons, formed in later phases 
of training, persisted as compact units throughout the vicissi- 
tude of training and combat Later, replacements— combat 
crews and individuals — ^were sent to already existing squadrons, 
only then forming units which had never been together before. 
No matter when it is formed, 'once a group is molded, the 
majority of its members hope to return home together. The 
most severe punishment for enlisted men is to be grounded, so 
that they are separated from their crews and lose out in their 
number of completed missions. Many men who have finished 
their tour of duty before others in the group volunteer to stay 
rather titan “desert” them.. We do not wish to minimise the 
bravery of these persons who volimtear to risk their lives longer 
than required, but actually the pain of s^aratioh fiwi tiie 
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group is often greater than fear of danger from the enemy. They 
remain not because of any determination to fight longer or harder 
but because they are held back by an emotional interpersonal 
tie. This is “good morale,” even though we recognize that it is 
not a derivative of a f^hting spirit and that it does not possess 
a high degree of intellectual motivation. 

It has .been demonstrated that men who leave combat be- 
cause of overpowering anxiety, develop a secondary depression 
with a sense of failure at not haying lived up to their ego’s ideal 
and the group’s standards (cf. chapter 5). To some extent this 
holds true for ihen who return home ahead of their comrades 
by right of honorable completion of their tasks. Even they feel 
like deserters. Anticipation of the last mission fills them with 
foreboding that it truly will be their end and that they will be 
shot down. It is clear that contemplating separation from their 
comrades sets into action a feeling of guilt and minor depression. 
The anticipated bad luck is the projected fear of punishment. 

Correspondingly those who have been grounded for a few 
missions, because of fatigue, illness or wounds, volunteer for 
extra missions between their regular runs in tm effort to catch 
up on their total number and go home with the gai^. Personal 
pleasure zmd anticipation of homecoming notwithstanding, 
separation, from the others is faced with dread. 

In the normal course of events, if the returnee travels home by 
plane, landing at air bases closer and closer to American civiliza- 
tion, he observes more signs of comfort and luxury. The bare 
table is covered by a cloth which eventually is white and dean. 
Mess gear is replaced by gleaming silver, tuid canned rations 
are replaced by “chewing food.” The men exclaim in joy and 
seem quite happy, but casual remarks indicate andther emotion. 
“Gee, if the boys in the fidd could get a load of this,” or, “God, 
it’s awful to eat like this when they are eating out of cans,” or, 
“Give me another steak — ^I’U eat one for Joe.” 

Guilty fedings without conscious depression are often ex- 
pressed on a Iowa*, visceral levd. One pilot on returning home 
could keep nothing down. He explained, “This food is too rich 
for me — I’ve eaten G rations too long.” Another returnee, who 
had usually been constipated, had a bowd movement r^ul 3 rly 
after each meal. The guilty feeling is expressed by the hurried 
disposal of the food either by emesis or by diarrhea, yet the indi- 
vidual is not Oonscious of his emotions. 
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When the soldier returns home and receives the attention of 
the family and is entertained by friends and neighbors with 
parties, food and drink, he may seem somewhat reticent and sad 
instead of gloriously happy. The more he receives, the guiltier 
he feels toward those he left behind; the effect is a gloomy reac- 
tion. He often turns down invitations just to avoid this note of 
depression in his feelings. He dismisses his personal exploits from 
the conversation and is reticent about talking of himself, not 
because of any inherent modesty, but because “Joe,’^ who died 
on the very same mission, haunts his memory with reminders 
that he has not done as much. In many cases guilty feelings reach 
such an intensity that the returnee thinks of asking to return to 
combat as soon as his overseas leave is finished. In the noimal 
course of events the guilty feelings subside gradually and he is 
content to let fate and the army determine the date of his return 
to combat. 

Up to this point we have described the normal guilty feelings 
and depression. In most cases these wear off gradually. For some 
time, on receipt of a letter or news of the old squadron, or when 
the widow or mother of some fallen comrade requests informa- 
tion regarding the dead or missing man, there are recurrences. 
For this reason these relatives are avoided as much as possible. 
The returnee hates to write or talk to them, as such experiences 
only revive the old feelings of guilt. 

We now turn to the pathological states of guilt and de- 
pression. It will be seen at once that they bring in no new quality 
either descriptively or dynamically but 2 Lre only quantitative 
exaggerations of the same ment^ processes that each man 
goes through; only in quantity of emotion and persistence are 
they pathological. 

Case 39: Depression because of separation from the group. 

A 28 year old Staff Sergeant, a nonfiying armorer, entered 
the hospital because of depression. The patient came from a 
neurotic family and his childhood was marred by a stern, puni- 
tive mother, so that he had always felt inferior, unappreciated 
and guilty about trivial misdemeanors. He was also enuretic 
until the age of 14 years. n 

In China, the patient experienced fifty-eight bombing and 
strafing attacks before being wounded. After several surgical 
operations he was evacuated to the United States. At the time 
he was wounded, a fellow soldier with him was killed. The pa- 
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tient felt guilty over this tragedy because he kept this man at 
work on the base although he had asked for the day off. Further- 
more, when the Japs came over the field, he ordered the man 
not to run but to take cover. The patient kept thinking of his 
dead friend; his face constantly appeared before him. He could 
not eat at the mess table although hungry. Under pentothal the 
patient expressed a strong desire to return to China, based on a 
combination of reasons. He felt guilty about the other soldier^s 
death, and he felt guilty about leaving the squadron with the 
job unfinished, especially since the Chinese people were the 
only ones who appreciated his efforts. Americans had no con- 
cept of war and didn’t care. The guilty feelings about the dead 
soldier were easily overcome by appropriate psychotherapy. 
The desire to return to China persisted, largely because for the 
first time in his life he felt equal, strong, secure and appreciated 
within his overseas group. As an individual he felt lost, and 
searched for strength in other groups in this country. He made 
frequent trips to a nearby town for religious services but nowhere 
could he find surcease from the longing to be back in the squad- 
ron. His physical condition prevented his return overseas. 


This man’s depression resulted essentially from the loss of 
support by a strong group, a support which made up for his own 
lack of confidence. Compulsive and conscientious, he felt equal 
and strong when protected by its strength and incorporated in 
the drive of the total group configuration. He felt powerful when 
appreciated by the weaker Chinese people. Removal of this 
support caused his fundamentally weak ego to react with de- 
pression. The patient himself knew that nowhere in this coimtry 
could he find a group strong enough to support him. It is only 
the common threat of death that welds the soldiers into a co- 
hesive unit. On air fields in this country each man has his outside 
interests and personal affairs; often his family lives nearby. 
Overseas everyone’s busmess is everyone else’s, because isolation 
from home and the common goals make the family of the group 
more significant than any other relationship. 

Case 40: Depression and anxiety of one yearns duration dm to loss of a 
buddy in combat. 

This patient was a Captain, 25 years of age, who entered 
the Convalescent Hospital because of objective symptoms of 
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depression. He presented an expressionless face; his muscles were 
quite rigid, indicating a great deal of tensioh. He did not volun- 
teer much information and -never smiled, and his speech was 
retarded. The patient had been a flight leader in a pursuit 
squadron and had fought successfully until about his twenty- 
fifth mission, when a firiend, who had been flying on his wing, 
went up in flames. However, he stated that he continued fighting 
and successfully completed his tour of duty although feeling 
badly depressed. He refused promotion to command a squadron. 
He had been, reassigned to a job in the United States, which he 
liked very much and wanted to keep, but his depression con- 
tinued and was accompanied by severe startle reactions. When 
anyone came into his room and made a sudden noise or turned 
on the light, he would jump out of bed with great anxiety. 
In addition to the depression and its concomitants, there was 
considerable insonania, with battle dreams, which repeated some 
of the very severe traumatic incidents of his combat experiences. 
However, he maintained fairly good control of himself and con- 
tinued to fly. He attempted to decrease the anxiety and de- 
pression by drinking, but the only result was an increase in 
anxiety. He stated that he tried hard to forget his experiences 
but foimd it impossible. 

During the initial interview, it was learned that he was single, 
and was a university graduate, who studied hard, made excellent 
grades and was given a fellowship in animal genetics, which 
he could not complete because he entered the Air Forces. There 
was no history of any previous depression and no incident 
that riiowed that he could not adjust himself to his normal 
experiences and environment. 

That afternoon he was given .0.25 Gm. of pehtothal intra- 
venously. He was then told that he was up in the air on a strafing 
mission and that the man on his wing was aflame, and he was 
then commanded: “Go ahead and tafli.” Immediately he went 
into an emotional reaction shouting to his friend, whose name 
was Joe, to “pull up and bail out.” 

“Why doesn’t he pull up, why doesn’t he bail out? I hope he 
doesn’t think it’s my fault. He’s such a nice boy. Such a swell 
fdlow. I hope I’m not responsible for his death. We were to- 
gether aU the time. He lived in the same tent with me and would 
share anything that he had. When we were on low rations, he 
would give as much as he could to everyone else.” Accompany- 
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ing all tliis were tears and sobbing and repetitions of, “I hope 
he doesn’t think it’s my fault. He wasn’t a good flier. Oh, if I 
had only picked out another spot, a safer target, but that is 
where they told me to go, right over those trucks. If I had gone 
in some other place, he wouldn’t have got it. Why did he do it? 
He should have stayed in formation. He didn’t stay where he 
was supposed to. He came up and took the lead position with 
me. Maybe I should have given a talk before we went about 
staying in formation. Why didn’t I do that?” 

Then he talked about the letter they wrote home to Joe’s 
famil y and how he couldn’t bear to read it. That would start 
it all over again. “I can’t get him out of my mind. I couldn’t 
see his family because they had probably forgotten and I didn’t 
want to stir them up.” In this fashion he went over and over 
the traumatic situation, crying and sobbing. 

As this reaction subsided, he was allowed to close his eyes and 
sleep for a few moments. Then he was handed a lighted cigarette 
and awakened. He looked at his watch and stated, 'T must have 
been asleep. I had a dream about Joe.” His pillow was wet with 
tears. He said, “Gosh, I perspired a lot.” 

The therapist said, “No, you were only asleep for a few roin- 
utes but you talked to me about Joe and you told me all about 
it. Let’s talk about him some more.” 

Then m a conscious state he went over the situation again, 
just as he had done when asleep. Then the patient talked about 
another boy, who crashed in a low level flight, maintaining radio 
silence according to i n s tructions although he was in need of help. 
Then he told of feeling badly about killing the Germans. The 
interview was ended by the therapist telling him that he had 
assumed responsibility for the death of Joe that did not seem to 
be based on fact. 

The next morning the patient entered the intarvievying room 
and stated, “I fed like a load has been lifted finm my mind, like 
a great relief. I slept well last night, awakened once and went 
right to sleep again. I had no dreams. This morning I fed gooi,” 
There was a silence. Thai he said, “I guess I blamed mysdf 
unnecessarily.” The therapist said, “Yes, you did. Now let’s 
try to figure out 'vdiy you blamed yoursdf. TeH me something 
about your background.” The patient then told how he lived 
on a farm of 650 acres. His fathor was a successful farma-, who 
made enoi^jh to enable four children ’to go to college. The first 



284 


THE REACTIONS AFTER COMBAT 


child was bom dead, the patient was the second and then there 
were two sisters, each two years apart, the elder two years 
younger than he. He had one brother, nine years younger. The 
mother was mild mannered and very religious. The children went 
to Simday school and chtirch, though not forced to do so. The 
father was very kind and gentle but strict in his attitudes. He 
rarely spanked the patient but he expected him to live up to his 
responsibilities. If he did not,, the father would look pained and 
disappointed and tell him, “This was your job,” and then do it 
himself, which the patient states w^ worse than a spanking. 
He was always on very good terms with his father and would 
rather work witih. him than anyone else. 

He then began to talk about his commanding officer and 
told how this man was an exceptionally strong leader; a person 
who went on the most dangerous missions himself; a man who 
was fair and expected everyone to do his job. 

The therapist said, “Your G.O. was very much like your 
father.” The patient stated, “You know, I often thought he was 
like my father, doing things he wasn’t supposed to do and doing 
everything to help us, but expecting the best from us. Of course, 
not in the same way, because he was a fighter.” The psychiatrist 
then said, “Now let us summarize the things for which you blame 
yourself. Joe’s death — ^you were ordered to hit the target, even 
though dangerous; you could do nothing else and could not be 
responsible for his death. Secondly, you blame yourself for not 
giving implicit formation instruction, but you were all experi- 
enced fliers and had been trained in formations for six months 
and every man knew his position. You blame yourself for killing 
the Germans, but you know that was to save the lives of our own 
troops. You blame yourself about the boy who crashed on the low 
mission, but it was agreed beforehand that radio silence was to 
be maintained. You blame yourself for not communicating with 
Joe’s family, but you know that it is not good to stir up a sorrow- 
ing family ^ain. So you have a lot of disapproving attitudes 
toward things which are not really your fault. You bdiave as if 
you were still reacting to a disapproving attitude that your father 
might have had toward you. You behave as if your father’s 
image were looking at you with a disappointed expression.” 

The patient said, “Well, I have always t^en responsibilities 
and duties seriously. I have never been able to fed that I did 
give my best unless I worked terribly hard.” 
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To this the therapist answered, “And now your behavior, 
which is depressed and completely unhappy, is just as if you were 
intent on punishing yourself and never letting yourself have any 
fun or pleasure.” 

The patient stated, “That’s it. I can’t enjoy things. I wonder 
why I take his death so seriously,” and terminated the interview. 

The next day the patient began the interview smiling and 
stated that he felt as if he could carry on. He now realized that 
he took his responsibility too seriously but always had felt as if 
he didn’t want to let anyone down. He then told about a younger 
pilot, 21 years of age, whom he had taught to fly in formation. 
The younger pilot looked up to him as an older man or father. 
He was asked, “Something like your younger brother?,” and he 
answered, “Yes, he used to think I was a great guy; I taught 
him how to shoot, how to hold a gun and how to play all sorts 
of games. Our G.O. always spoke quite frankly about his opinion 
of the conduct and performance of the boys; he either dis- 
approved or complimented. If a fellow did his work properly and 
if he asked for a day off, he always got every consideration.” 

It was explained to the patient that because of guilty feelings 
he was punishing himself for Joe’s death (which had happened 
one year ago). This feeling had persisted without any cause in 
reality. Therefore, this sense of guilt and the punishment which 
he had been giving himself must be due to some inner feeling, 
which it was not possible to master unless it was xmearthed and 
brought to light. 

He was told, “Now you have said nothing but good things 
about Joe, how attached you were and what a fine fellow he wzis, 
but your guilty feelings about him are due to some negative 
attitudes toward Joe that you have not yet discussed. Perhaps 
these feelings were unconscious and a source of your sense of 
guilt.” 

The patient then said, “Of course, no one is perfect, but Joe 
was the easiest person to get along with. He drank frequently and 
had to be taken care of. Once when we were in the desert and 
got drunk, Joe tore up the tent in the middle of a sandstorm. 
There was a family quarrel with the four tentmates.” 

His attention was drawn to the fact that Joe was not made 
flight leader. Was Joe envious of the patient? He reconstructed 
the fli ght : Joe was flying on the left wing of the patient, who was 
the leader. Joe flew on the left slightly behind but he veered 
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to the right and forward, to accompany the patient in the lead 
position. The patient was asked whether he interpreted this as if 
Joe were out to take the lead as a sort of rebellion. He said he 
didn^t think so, but that he didn’t give way because he wanted 
to maintain the proper formation in the flight. Then he said, 
‘^Maybe that is why I feel so guilty, because I didn’t give way.” 
The result was that Joe was hit by flak and slid over the patient’s 
plane to the right, on fire. 

The next morning the patient entered the room, at ease and 
in good spirits, and said, “I’ve been thinking a good deal about 
Joe ^d some clue you gave me yesterday brought me to some 
sort of a conclusion. Probably it is silly, you might not think it is* 
important, but I have been thinking about it. I always wanted 
to do things and get ahead; I was very ambitious. I wanted to 
be better than just average, and, when I decided on any ambi- 
tion, I worked very hard to accomplish it. Sometimes I would 
win and sometimes I would lose, but I would always work for 
whatever I wanted. When I was in school, there were four of us 
on a cattle-judging team. I wanted to be top man but there was 
another fellow on the team who lived with me and he was 
awfully good. I had to fight it out with him. We fought it back 
and forth all year round. In my junior year I was able to beat 
him. The next year he beat me. There were no hard feelings 
about it. It was competition but we still were friends.” 

The patient then repeated several other incidents of com- 
petitive relationship with other men and it became clear that 
he took no pleasure in winning over people who gave him no 
struggle. He always wanted to win out over someone whom he 
felt to be supmor to him. ’^'^When I joined my outfit, it was the 
same way. We had a G.O. who believed that the leadership in 
the squairon should come from the boys themselves. There were 
eight places for flight leaders and the men had to win the job. 
Even after a man became flight leader, he had to work hard to 
keep it. We were always practicing, practically all the time. Two 
or three would go up and try to outfly each other. When we 
finally went overseas, I wasn’t able to take a lead position but I 
became an assistant flight leader. I was disappointed but worked 
hard just the same. Finely there were eight of us who were 
flight leaders, including Joe and myself. But we weren’t always 
jiven the job of leading the flight. Our G.O. wanted to see how 
ive were able tp fly under* somebody eke’s orders. We didn’t 
always fly leader, we frequently flew wmg. Once I went up with 
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our C.O. to try to outfly him. I fought him hard and I beat him. 
When we came down, I didn’t say a word to anybody that I 
had beaten the C.O.” 

The therapist then explained to the patient the nature of 
unconscious attitudes which were not tempered and modified by 
civilized realities; that our unconscious aggression, which arose 
from the instinctual depths within us, was derived from our animal 
backgrounds. Sportsmanlike competition was a civilized and 
modified type of aggression but the real hostile competitive 
spirit is stUl based, as far as the unconscious is concerned, on the 
concept "'^to kill or to be killed.” As a result, victory in competi- 
tion would mean, unconsciously, that the defeated person had 
been destroyed as the direct result of an unconscious wish to be 
rid of that person. Hence, when competition was followed by 
an actual death, the person felt as if he himself had killed that 
individual. , 

He grasped this interpretation and in the same interview was 
given another pentothal injection. He immediately started out by 
saying, med to think I was responsible for Joe’s death. I used 
to feel as if it were my fault. I know now that it is just one of 
those things that happen and I couldn’t help it. He was a fine 
fellow. I was scared to go on that mission. He and I went into 
the mess hall that night for some supper, but we just nibbled, we 
couldn’t eat. I had no cigarettes but Joe had two packages and 
gave me one of them. I smoked half a package of cigarettes. Joe 
was generous like that. I was terribly nervous. It was a dangerous 
target but off we went in a tight formation. There was a terrible 
amount of flak over the target. The trucks blew up and I felt 
good when I saw it. I don’t know why Joe came over and tried 
to take the lead from me. I flew under his lead the day before 
and I stayed in formation. I can’t understand why he broke 
formation and came up toward me and then got into a heavy 
flak position. But I didn’t give ground. I know now we were jealous 
of each other and we were really fighting against each other for thejob.^^ 

When he awakened he felt a iitde dizzy and thought he had 
been sleeping. We summarized the whole material of the inter- 
view again, before terminating thes session. 

The next day he came in and said he felt perfectly well. He 
had slept soundly all night, had had no dreams and felt that a great 
load had been lifted from him. He wanted to go back to duty and 
felt he <2ouldc^ry on. When he had gone home for overseas leave, 
his people recdgmzed there was something the matter with him 
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and didn^t ask him any questions. The result was that he kept 
all'the experiences to himself and deliberately tried to forget, but 
there was always that load on his stomach. He now understood 
that the only way one could forget was to suffer the pain of 
remembering first. He remembered episodes he thought were 
funny and amusing, incidents that happened in his squadron 
overseas. He began to talk about little experiences. Prior to this 
he had not been able to think about these because they always 
led his mind into situations which became painful. ^Tt is silly 
for intelligent people to let things bother them the way I did.” 
His ego now had confidence in its strength and could dwell on the past 
without anxiety. Nine months later the patient was still well and 
functioning as a successful pilot in this country. 


This case history has been given in some detail to demon- 
strate the technique of brief dynamic psychotherapy, which 
successfully relieved a depression of a year’s standing in one 
week. The man’s compulsive character, with a stern ego-ideal 
arising firom the father’s attitudes, had found it impossible to 
accept the hostile aspect of his relationship with contemporary 
rival or father figures. Such deeply repressed negative feelings 
became mobilized when the unconsciously hated rival was 
actually destroyed. It was as if the patient had done the terrible 
deed and must suffer punishment therefor. The patient had 
identified himself with his father in his attitude toward the 
younger brother and toward younger pilots whom he helped. 
Yet he still competed with father figures like the commanding 
officer but felt guilty when he succeeded, as evidenced by the 
fact that he told no one of his victory in flying competition. 
Therapy was directed, toward creating insight into the current 
situation but the ancient patterns of reaction toward the father 
were left untouched. After a thorough abreaction of guilty 
feelings, a neutralization of superego pressure, the patient gained 
insight into his hostile feelings. This in itself should have con- 
siderable beneficial effect on the total personality. 

Case 41 : Compulsive character precipitated into depression after injury 
and death of comrades identified with brothers toward whom the patient 
had considerable repressed hostility. 

This patient, a 24 year old radio-operator, entered the hos- 
pital vdth the complaints of nervousness, irritability, insomnia, 
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battle dreams and depression. He flew fifty combat missions in a 
B-25 in thirteen months. He had trained as a radio operator and 
gunner, after he failed the physical examination for aviation 
cadet training because of an ocular defect. However, he made a 
good adjustment, liked to fly and took great pride in his ability 
as a radio operator. The patient had high patriotic ideals and 
felt that he really understood what he was fighting for. He felt 
that he was well adjusted during his combat tour until his 
twenty-fourth mission, which occurred in support of a landing. 
His formation approached from the sea through heavy flak. 
Stukas were diving through the patients formation to bomb 
ships and troops below. A piece of flak penetrated the top turret 
and struck a gunner in the eye. This gunner was a very close 
friend and crew member of many months^ standing. He de- 
scended from the turret and said to the patient, ^^No, no, this 
can^t happen to me.^^ The patient quicldy applied a dressing 
and mounted into the top turret to cover his friend’s position. 
He frantically called to the other crew members to come to 
assist the wounded gunner. He could look down and see the 
blood smeared face of his buddy below him. He cursed the enemy 
planes and hoped for them to come in so he could shoot them. 
About this time there was engine trouble and his plane left its 
formation and soon landed on a nearby field. He carried his 
friend out of the plane 2 ind became blood-smeared himself in 
doing so. He then accompanied him in an ambulance to a 
hospital where his wounds were cared for. That night he couldn’t 
sleep and was nervous and jittery, but became less tense and 
‘^settled down” in two or three days. 

After completing his thirtieth mission, his organization was 
moved and there ensued an operational luU of about three 
months. During this time he noticed increased nervousness, 
apprehension, fear of flying, irritability and insomnia. He 
developed recurrent battle dreams, particularly one in which he 
was covered with purple blotches, which he attempted to pick. 

On resuming combat he ‘freally began to sweat them out.” 
He dreaded each mission. About the time of his forty-second 
mission a very good friend, not a member of his own crew, was 
flying with the patient’s old copilot. Their plane was hit by 
flak and exploded. No parachutes were seen to leave the plane 
and the deaths of all the crew members were later confirmed. The 
loss of this friend caused the patient great concern and he became 
even more nervous and irritable. 
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He finished his fifty missions by forcing himself. He dreaded 
each of them^ but, wanting to get through and get home, he 
continued to fly. When he received his orders, they read that he 
was to return for more combat after thirty days’ leave. He felt 
that this was unfair, that he had done his tour and should go 
back for good. He complained bitterly to his superiors. He 
returned to the United States, went to his home for thirty days 
but was very depressed, anxious and upset because he knew he 
must go back to combat. He had planned to marry his girl but 
decided against it because of having to return. 

The patient was the second child in a closely knit family of 
four children, with one older and two younger brothers. His 
father was in the construction business and of moderate means, 
a hard worker, who had encouraged his children to be morally 
straight and religious and to prepare themselves for later life 
by education. 

In childhood the patient was a fat, healthy, “serious” 
youngster. He enjoyed his schooling. His father offered treats 
to the child who brought home the best report card and would 
take him to the rodeo, ball game, .etc. The patient became a 
consistent winner of these treats, until finally the father began 
taking the other boys anyway. His older brother was a source 
of some conflict. This brother would kid him about being fat 
and would delight in provoking him and engaging him in argu- 
ments. He and this brother bought an automobile in partnership 
but the patimt never drove it much, “to keep the peace.” He 
always tried to nm around with his brother’s crowd but W 2 is 
unable to keep up with them. 

After gr^uation firoin high ^hool the patient decided to 
enter college and was proud of the fact that he could get a 
scholarship. He had always been ambitious to occupy an impor- 
tant place in society. He received little financiail assistance but 
got moral support firom his parents. His older brother kidded him 
still and referred to him as “Joe College.” During this time, the 
patient began to get the best of the arguments and thereafter 
his brother ceased chiding him. Because of the imminrace 
of his induction, he did not teach after fin ishing college but 
worked m a fectory until he entered the army nine • months 
later. 

On the twelfth day of hospitalization, narcosis was induced 
with 0.4 Gm. of p>entothal, injected intravenously, and, after being 
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Stimulated by the question, “What about Sid?,” he spoke with 
few interruptions always in the past tense. 

He said, “No ! No ! Sid, it can’t happen to me. He was hit in 
the eye.” (Marked emotion with tears and squirming about on 
the couch.) “I prayed and prayed he would be all right and I 
cried. I asked the navigator to come back and look out for him. 
He was all blood — ^bleeding. He said, ‘No! No!’ I tried to help 
but I had to go up in the turret.” He paused and then went on. 
“Flak! Flak! Sid was there. I couldn’t see him. I called up Jack 
(navigator) and told him to get to Sid. I didn’t know if he was 
alive or dead. 

“I was crying up there. I was cursing those dirty bastards. I 
was hoping they would come near. He was all covered with 
blood. He was a good kid. I couldn’t help Mm out. We left the 
formation. He looked rotten. I looked down from the turret and 
saw Sid’s eye. His whole face was bleeding. I prayed. I carried 
him out of the . plane. I was all covered with blood; he didn’t 
say anything. At the hospital they were so danmed slow. There 
was another fellow there, all full of holes. I told Jack to go tell 
them to hurry up. Then they finally came and x-rayed him and 
put him to bed. I told him I would see him again. I told Mm 
Mary (Ms girl) would love him anyway. He went to sleep then. 

“At first, I didn’t like him. He shot off Ms mouth too much. 
He did — ^he did shoot down a plane.” (Pause.) “All over my 
coveralls was his blood. All those stupid arguments we used to 
have. I always talked him down and put him in his place.” 
He was then stimulated with, “How about Al?” Whereupon he 
said, “He was so cra2y. He liked his women and his liquor and 
got both. He was grotmded and didn’t have to fly. He would 
trade cigarettes with the natives for eggs and had them for us 
when we were going on a long mission. He did so much for me; 
I did nothing for Mm. His plane exploded. I prayed that night. 
I was a heel. I would always tell him off. He didn’t come back. I 
told Sid about it. He died for his coxmtry” (tears)— “he did so 
much for the cxew; wheri he would get a package he’d head for 
me. I was such a dope. Told him he didn’t have any sense. And 
now he is dead. Then Fred, he was put in another squadron. 
He was so good. He was married to a nice girl. We were on the 
mission he went down on. Thare were fighters and flak up there. 
The plane started to go down and Mt the damned mountain.” 
(Paiise.) knew I couldn’t get out.” (Pause.) “The whole 
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thing was cxazy. My little brother is out there. He is only a kid. 
He was only 18 when they took him out where those damned 
anim als are. But what the hell does he say when he writes? — 
nothing. He’s so young, so little. He hasn’t lived. I T:ised to always 
argue with him and tell him off. Once I had a fight with him. 
I was so smart. I was going to be a big shot. They upset my plans, 
those orders. I was afraid up there. They had no right” (speak- 
ing of ordering him on a second tour of combat) . “I was through. I 
couldn’t fly any more. I’m just no good. I was going to show 
them how brave I was” (speaking of his family) “and make 
them proud of me. I’m not sure they are.” 

The following day, material concerning his friend Sid was 
reviewed. In simple terms his ambivalent feelings toward Sid 
were discussed. He accepted the explanation given him and 
seemed more cheerful at the close of the interview. Two days 
later the discussion was continued, this time about his fidend 
Jack. Here again his ambivalent feelings were pointed out as a 
possible cause of his guilty feelings. He said he could understand 
but stiU felt badly about the way he had talked to his friend. He 
was asked if Jack reminded him of anyone in his family and he 
answered that he was something like his older brother. It was 
pointed out that the old rivalry among the children may have 
caused him to resent his brother in some way. He was quick to 
grasp insight into this interpiretation, whereupon he was told 
that perhaps his behavior pattern of compulsive and aggressive 
rivalry with his brother was also to be foimd in his behavior with 
his, combat crew “family.” 

He was next seen three days later and immediately began 
telling about his improvement. He had ceased to refer to himself 
as a social misfit. He continued to mix with other people of his 
own volition. His appetite was good. He was more cheerful. 
Occasionally he felt depressed for a short time but not so pro- 
foundly as at the time of admission. Later he was discharged to 
full duty. 


Ambitious and conscientious, this patient had never been 
able to fiise his positive and negative feelings, toward brother 
figures, derived from his early sibling rivalry. His ego-ideal was 
very highly developed and rigid, as shown in social relations, 
his motivation for combat and his conscientiousness toward his 
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buddies who were injured. He had solved his negative feelings 
toward his rivals in the family by identifying with them as best 
he could, emulating his brother by going with his crowd. His 
identification with the injured friend was evidenced by his battle 
dreams in which he was covered with purple blotches like the 
gunner hit in the eye. Punishment for his negative feelings 
mobilized by the actual death of and injury to the brother figures 
was thus directed toward his own ego identified with these hos^ 
tile rivals. 

In spite of the powerful pull of the group toward cohesion of 
all its members, some fliers make a desperate attempt to avoid all 
close identifications and fight against the compulsion to recreate 
the family setting in combat. They frankly state they were afraid 
to make friends because of the terrific reaction if one of them 
were to be killed or hurt. Examples of the powerful compulsion to 
repetition, against which these boys are almost powerless, are 
found in case 58 and case 65. In one, the underground boy be- 
came a brother; in the other, a victim became a father. 

Therapy consisted in a thorough abreaction of the guilty 
feelings, comparing them with reality and forcing the patient to 
face his negative or hostile attitudes toward his firiends. This 
was quickly followed by interpretation of similar feelings toward 
his real brothers. The result was a striking improvement. 

In this case is shown the reaction of a man who under normal 
conditions has been able to handle his aggressive and hostile 
feelings but who, under the stress of the combat situation and the 
loss of his friends, has found his ego unable to cope with the quan- 
tity of these feelings, which resulted in anxiety and depression. 

Case 42: Depression after apparent loss of a buddy ^ to whom the patient 
had made a promise which he failed to keep, 

A 23 year old Sergeant had symptoms of tension, apprehen- 
sion and restlessness during his basic training in the United 
States. He had experienced a crash landing, following which 
he developed air sickness in flight during subsequent missions. 
This was moderately intense, but he seldom vomited and was 
immediately relieved of his symptoms on landing. All his combat 
missions were quite severe and his heightened tension and 
marked irritability increased a great deal after his sixth mission. 
On his fifteenth mission over enemy territory, he was shot down 
and spent thirty-eight days with partisans. He developed a 
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roaxked hostility against his Air Force, because they did not send 
him and his pals any supplies, which he believed they could have 
done. 

On admission to the hospital, this patient was extremely 
depressed, irritable, restless and tense. He complained of very 
severe inso mni a and combat dreams. Pentothal interview re- 
vealed an even more marked hostility toward the army than he 
had previously expressed, his only desire being to get away from 
it all. There was also revealed an extremely marked guilt reac- 
tion referable to his best pal, who was flying with the patient 
at the time that his plane was struck. This friend was severely 
wounded and the patient admitted tremendous guilt, because 
they had promised each other to remain together regardless of 
what happened. Associations regarding this promise indicated 
that the two boys had identified with each other in every re- 
spect for a long period, since the early days of training. The 
patient was disturbed when his friend married. Then he told 
how he often dreamed of his friend and stated that he would 
have had plenty of time to throw him out in a parachute had 
he (the patient) not been ordered out of the plane by the pilot, 
who was afraid. He stated that the plane flew on for several 
minutes after everyone had badled out and that there was no 
reason why he could not have thrown his pal from the plane. 

During his stay in this hospital this guilt reaction and de- 
jMression, in spite of long psychotherapy, remained unchanged. 
After several weeks the patient received a message that his 
friend was in an raemy hospital and his guilt reaction, instead 
of decreasing, tended to increase markedly. The reason for this 
was that he then felt that he noight have to face his friend, and 
he stated, “If he saw me right now, Fm sure he’d want to shoot 
me. I deserted him and I can nevCT forget I failed to keep my 
promise and I’ll never get over it.” 

The patient was closely attached to his mother, but expressed 
marked hostility toward his father, who was a chronic drunkard 
and who used to beat the patient and his mother a great deal 
over trifling matters. He stated that he believed that the father 
was mentally unbalanced. His own conduct in life had been 
exemplary and his life ideals had been excellent. He had no 
feeling that he would be affected mentally like his father. 

His depression remained unabated, and, although he would 
return to duty, if forced to do so, he stated that he felt he would 
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crack up completely if he were forced to go back into army 
routine. He stated that at one time, while he was in enemy 
territory after his crash landing, it became necessary for the 
other members of his crew to restrain him from self destruction 
by tying him in a parachute for eight hours, and he felt that a 
similar state would be precipitated if he returned to duty. 
However, he was returned for a trial of duty, because it was felt 
that discharge from the service would only increase his guilty 
feelings. 


This patient exhibited a severe depression, which was an 
exaggerated mourning process. It was accompanied by a strong 
suicidal drive. Some of the force of this hostility which the 
patient expressed toward his own ego was displaced at times 
toward the army. But these were verbalizations and rather weak. 
The depression could not be decreased even with the knowledge 
that the lost comrade was not dead; in fact, it was deepened. 
The only clue to the depth and persistence of the depression was 
the fact that the two boys were so closely identified and that the 
patient actually expressed his hostility toward his buddy by 
punishing his own ego identified as that buddy. Such hostility 
had begun with the prior desertion by the comrade when he 
was married. This disturbed their relationship. The supposedly 
dead soldier then deserted him finally and the patient expressed 
his hostility, which only his superego recognized, by neglecting 
to push him in his helpless state out of the plane. The therapist, 
working on the assumption that tiie man was really dead, was 
blocked completely when it became certain that he still was 
alive and “perhaps crippled for life.” Then the patient’s guilt 
was exposed to the world and his punishment (depression) had 
to be intensified. Like all other serious depressions, those pre- 
cipitated by war experiences do not subside when the apparent 
external sourse is removed. They continue or increase imtil the 
intrapsychic punishment has fully atoned for the guilt. 

Case 43: Depression JoUoxmng accidental shooting of his buddy by 
the patient. 

A 27 year old unm arried Sergeant engineer gunner entered 
the hospital complaining of depression, moodiness and insoinnia. 
Definite guilly feelings and depression had developed after an 
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unfortunate incident, when a friend had lost an eye by a shot 
from the patient’s gun. 

The patient completed fifty missions in a B-17. His missions 
were fairly severe but he was not badly affected until the incident 
of shooting his buddy in the eye. It seems that, when he charged 
his gim, it ran away owing to a worn part which he should have 
noticed on careful inspection. He felt that anyone who knew 
what happened would hate him. Actually the patient was not 
blamed by his superior officers and he knew he shouldn’t feel 
as he did but he thought of it all the time — so much so that he 
believed he would go crazy. Moreover, the man who was shot 
was a good feUow, who had done many nice things for the 
patient, and the patient liked him. At the first interview the 
patient’s feelings of guilt were faced, with the facts of reality — 
that the shooting was accidental and could happen to anyone 
and that he was not to blame. 

The next day he was hostile to the hospital; there was too 
much discipline; he couldn’t sleep at night. The night before he 
had been drunk and fighting. The next day under pentothal he 
was stimulated to talk about his friend. Paid, but with a great 
deal of resistance. He talked of Paul as “my best buddy” and 
likened him to his kid brother. He felt that he would never be 
any good, the army had kUled him and he wanted to go home 
to his mother, who was so good to him. He didn’t care to talk, 
and wanted to be alone all the time. Why did the examiner 
noake him talk? He wanted to get killed on a mission in order to 
punish himself for what he did to Paul. 

The patient had always taken a great responsibility for the 
home, supporting his parents and his brother. He didn’t like this 
responsibility, but the natural resentments had been repressed 
and only came out for the first time under repeated pressure of 
pentothal. His brother made him angry by joining the navy. 
The patient was never one to be angry and never fought, unless 
it was necessary for his own defense, and then would feel very 
sorry if he hurt the other fellow even though he were the at- 
tacker. During the course of probing into the connection between 
Paul and his brother, the patient became worse and was much 
more resentful to the examiner. It was quite apparent that cer- 
tain thoughts were becoming mobilized which he did not like 
to face. At this time he had a dream: “The hospital is being 
bombed and I am trying to find a safe place.” When the examiner 
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went over the real situation of the shooting, again and again the 
patient stated: “I have the idea that you think I am holdin g 
something back on you; well, I’m not. I’ll tell you anyt hing at 
all.” He began to deny that he felt resentful toward his father, 
whose illness forced the patient to support the family. The pa- 
tient stated: “I felt all right, I didn’t fed bad toward him, if 
that’s what you mean.” The therapist remarked: “I didn’t 
say that — ^you said it.” The patient answered: “Well, it seems to 
me that’s what you had in mind.” 

The next day during a pentothal interview he began again 
stating that he was no good and the reason why he was not 
successful was that he had to take care of his family. “Yes, I 
love my family, mother, father and kid brother. I want them to 
have everything they want. I’U fix them up, buy them a home 
and then I won’t have to worry about them any more. They will 
probably die in a few years. I want them to have everything 
before they die. I’ll fix them up all right.” He then admitted 
he often wished he didn’t have to take care of them and felt 
guilty about this wish. At the same time, his family did not feel 
that he was as good as he could have beem Then he said that he 
was no good: “/ hate everybody. I hate Paul.” When the therapist 
asked him about it, he immediately denied his statement with 
vehemence: “No, he is a good kid, too good, a young kid, and 
now he will suffer all his life.” The therapist then S3ud, “Dom- 
inic, I know what’s the matter with you and you do too.” The 
patient responded, “O.K., then tell me.” So he was told about 
his strong resentment dtning the many years of taking care of 
his family and his younger brother and his repression of these 
feelings and how he had such a stru^le with his aggressions, 
which got so bad at times that he wanted to hurt everyone. This 
he admitted. He was told that to atone for these feelings he had 
gone out of his way to be gopd and would rather hurt himself 
than others. The therapist explained how he identified Paul with 
his brother and that was why he had such strong feelir^ of guilt, 
and that this reaction was not due to what actually happened but 
to the old resentment. The patioit said, “All right, you know. 
Now two people know about it. So what? What do you want 
me to do?” 

From that point on there was an amazing change in the 
patient. He worked ^ough this sibling resentment during the 
next few days and was permitted by the therapist to express 
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his real feelings. He began to joke and laugh, and lost his 
depression. 


Characteristic of this material was the patient’s strong 
resistance to insight which was so dangerous for him. In a dream 
he likened the destructiveness of such insight to bombing of the 
hospital; he had to find a safe place. The suicidal significance 
of returning to combat was quite clear in this case. The strong 
resistance was due to the closeness with which his hostile feelings 
toward the family lay to consciousness. The patient was almost 
aware of them and fought them as a great threat. But the 
therapist knew these feelings and accepted them as natural. 
He was not fooled by the reaction of tender solicitude toward 
the family in the patient’s promise to buy a home, which only 
poorly hid a blatant death wish. “They wiU probably die in a 
few years.” Again it is apparent that Paul’s injury caused 
depression only because Paul was all the hated family, and the 
patient’s conscience fully recognized this fact and reacted ac- 
cordingly. Only when the patient consciously understood this 
and the normality of at least his superficial hostility toward the 
family did he get well. 

Case 44: Depression as. a result of frustration of strong passive- 
dependent needs. 

The patient was a 22 year old Sergeant gtinner, who had 
been in the army one year and seven months, having been 
inducted from a small town in the Northwest. He was of Irish 
descent and came from a large family consisting of nine sisters 
and five brothers. He had a normal cMdhood, and finished one 
year of high school and then a year in agricultural school. He 
left school because he felt dull and was no longer interested in 
his studies. He had many odd jobs but was particularly fond of 
horses and was learning to be a blacksmith’s helper. He stated, 
“I used to ride horses all day and my motorcycle all night.” 
Whrai he entered the army, he asked to be placed in die cavalry 
but he was sent to the Air Forces, which ^t first caused him a 
great deal of resentment. In combat his early missions were 
somewhat rugged but did not bother him. On his eighth mission, 
his plane was shot down in, a raid over enemy-occupied territory 
and he bailed out without injury crther than a slight shra^d 
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wound in the left cheek. He evaded the Germans and was able 
to return to his btise in approximately three weeks. For some 
time afterwards, he was unable to sleep and kept looking around 
the comer for the Gestapo and occasionally had a spell of 
shaking. He endured another strain during continuous inter- 
views with Intelligence Officers for two lull days. On arrival 
home, he was disappointed at the small amount of attention he 
got firom his family because of the large number of children at 
home. 

He entered the hospital because of restl^ness, depression, 
tenseness, tremor, battle dreams and startle reactions. For the 
first week or so, he was extremely cooperative and discussed plans 
for further duty in the United States. However, he had dreams 
of being blown out of his plane without a parachute. There was 
considerable restlessness and disinclination to remain in the 
hospital and he did not feel capable of ever going back to com- 
bat. Gradually, over several weeks’ time, he began to inquire 
about the possibility of a medical discharge and talked about his 
hatred of the army. He began to drink and with thus to expose 
considerable hostility- to his eldest brother, who had married 
and lived away from the paternal home but in the same town. 
This brother did not even see his mother on Mother’s Day. 
Interviews in the conscious state and under pentothal gave 
material concerned with his draire to go home to his mother 
and his girl and be taken care of. As he expressed it in a femtasy, 
he wanted to go home and lie in the fields and watch the little 
colts play with their mothers. He cried a great deal about his 
desire to return to mama. 

Psychotherapy Weis directed toward ventilating these passive 
and regressive tendencies, satisfying them to' a degree and bol- 
stering up a certain amount of self-respecting ego which was 
available for contact with the therapist. It was impossible to get 
an assignment in the Air Forces at a post where horses were 
■available for him. However, he improved considerably and left 
the hospital in a condition to return to duty and with a deter- 
mination to try his best at continuing his worL 


Psychok^caUy this boy had never matured, largdy because 
of early firustrations in a large family in which he had to share 
affeetion with too many rivals. After the harrowii^ experiences 
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of combat, regressive forces threw him back to the point of 
demanding that his dependent needs be gratified. A secondary- 
hostility developed to his chief and unappreciative rival, the 
older brother, and toward the army, which represented the bad 
father who would not let him return to his mother. Under 
psychotherapy directed toward strengthening his ego, these 
passive trends could be controlled. This was largely done by 
first permittin g a certain amount of gratification of his dependent 
needs, by daily interviews and considerate attention. At the same 
time stimuli urging him to adopt a manly attitude were given him. 

The content of the patient’s battle dreams, although con- 
sisting of material derived from combat, signified by the associa- 
tions that he had been rejected by all supporting mother figures, 
without even a chance of smvival (no parachute). His whole 
existence was threatened because of the firustration of his de- 
pendent needs and his psychological reaction was anxiety and 
depression. As the therapist’s support gave him some gratifica- 
tion, the need for which he at least imderstood, he could give 
up dr inking . With confidence beginning to revive through 
identification with the psychiatrist, the patient accepted return 
to duty on trial. 

Case 45: Depression due to loss of a supporting officer, with whom the 
patient had identified himself. 

A 23 year old armorer guimer of a B-25 entered the hospital 
complaining of nervousness and insomnia, but it was obvious 
that he was depressed. He was a short but weU built, strong boy, 
clean-cut in appearance, with an independent attitude. He 
repeatedly demanded, “How long do I have to stay here? I 
want to go out and do my job.” He had completed fifty-two 
missions as a turret gunner. V^en questiohed about his attitude 
toward combat, he stated vigorously, “Sure I’ll go back for 
more; someone has to wini the war.” While at home he had had 
a good time fishing and hunting -with dad. He displayed some 
intdlectual defect and could not remember names of airfields, 
of the rest camp he had attended or of his Flight Surgeon, 
overseas. His speech was slow and there was difficulty in con- 
centrating. He gave the general appearance of moderate organic 
cerebral deterioration. In spite of his attempt to maintain zm 
independent and even truculent attitude, it was clear that the 
patient was depressed but had little insight. ■ 
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Pentothal narcosynthesis revealed him to have been con- 
fident in his guns and his ability. “Enemy planes don’t scare me. 
They’ll get shot down if they come too close. My missions 
weren’t too rough. Only about Lt. Jones. He was copilot. He 
WEIS shot down over the Balkans. He was a swell guy. I went to 
the mess hall to offer my regrets — ^there was no one there to 
receive them. I don’t want any more of this war. I want to go 
home to my monnmy. She loves me. I like to weld. Why can’t 
I get a job as a welder — ^that’s as good for the war as fighting. 
I want to stay home with mommy and papa and my girl. Lt. 
Jones was not like an officer; he was my buddy. I must forget 
him. I don’t want to remember. He was like me, but he is inside 
me and I’ll never get him out.” 

The patient was aroused and told he could not run away 
from memories that were inside himself. They would always 
go with him, especially those about Lt. Jones. He appeared 
astonished, and angrily asked, “Who told you about him?” 
The therapist said, “You did, and you told me . . . remem- 
ber?” “Yes, I remember,” he finally admitted. 

In the first interview after pentothal he showed strong resist- 
ance against remembering data about Lt. Jones. He tried to 
think of other things as the therapist spoke, and looked around 
the room. Tears came to his eyes. He understood explanations 
of the processes of forgetting vessus the techniques of working 
through, but wanted nothing of this. His strong dependent needs 
plus an element of secondary gain were indicated in his expressed 
attitude. “What if you do help me? — ^that won’t get me out of 
the army.” Behind this query lay the unexpressed idea, “If I 
don’t react as they want, I have a better chance of discharge 
from the army.” The patient had not written or talked to Mrs. 
Jones. “She has probably forgotten and I don’t want to stir up 
her memories.” Lt. Jones called him Jack and urged him to use 
his first name. He too was small and even looked like the patient. 
A few days later the patient requested another pentothal treat- 
ment, because he felt better after the first treatment. The next 
afternoon the psychiatrist greeted him and asked questions about 
his visit home the previous wedc end. The patient denied feeling 
badly and repeated he just wanted to get out of the army. When 
told he needed another treatment, he objected because it did 
not do good for loi^. Finally he said, “I might say something 
I wotildn’t want to.” At the same time he denied he had any 
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secrets. When told he meant that the therapist might find out 
something that he himself was scared of knowing — ^he told the 
following dream, elicited piecemeal with no associations: “I 
was fighting with the Chaplain’s son (Jones) and I won the 
fight but then the Chaplain came in and disapproved.” 

Under pentothal he refused to discuss Jones. It was his 
privilege to feel as he wanted to and he just wanted to forget. 
He reacted to the suggestion that he reaUy was angry at Jones 
for not coming back, by rationalizations — ^it was not his fault. 
The patient insisted he would not talk but admitted jittery 
fedii^ and deepening depression, which he stated were due to 
being in the army. If he had to stay, he would run away and, if 
caught, would go to jail. Army people reminded him too much 
of Jon«. He was afraid to get well because then we would keep 
him in the army. In spite of his protests, it was felt that he should 
be given a trial at some type of work, and accordingly he was 
returned to duty and carried on successfully for about three 
months. A relapse followed and eventually he was discharged 
from the army. 


The material from this short abstract clearly indicates the 
stroi^ regression to a dependent state, which thwarted therapy 
because of the patient’s tenacjious hold on the secondaiy gain 
of his illness and his intense need for more support and care than 
could be supplied in the army environment. The dynamics are, 
however, clear. Jones was identified with the . patient — ^as he 
said, “he is inside me, I’ll never get turn out.” Yet he also repre- 
sented the supporting figure for the patienf s dependent needs, 
which were so great in combat. Angry at his desertion, the pa- 
tient’s wrath was expressed, not iu hostile outbursts, but in an 
attack on Jones inside the patient’s own ego. The guilt for the 
initial anger at desartipn was evidenced when the patient 
eqpressed his regret at Jones’ death to the officers’ mess — -a. most 
unusual procedure for an enlisted man. His dream indicated 
how he was wrestling with an mtrapsychic conflict, attempting 
to fight the other ego within himself (Jones, the Chaplain’s son). 
He coxild not win without intense disapproval of his own super- 
ego (the Chaplain). The nature of the foreign body within his 
ego was clearly indicated and the impasse forced him to regress 
to the level of a helpless child. • , 
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Case 46: Depression in a compulsive personality. 

A 26 year old B-17 navigator flew twenty-six missions in 
combat. His missions were extremely harrowing and he was 
very fearful, nervous and tremulous on each of them. In the 
course of his missions he became progressively more depressed, 
anxious and sleepless, and developed occasional nightmares. 
On admission to the hospital, he frankly stated his chief prob- 
lem: “I don’t want to fly any more. I want a groimd assign- 
ment. It got me down, always wondering whether I was on the 
course or not. I was always afraid that my navigation was off 
and I feared that, if the plane was shot up, it would be my fault. 
I was always afraid that the walls of the plane would collapse 
and that I would be hit in the face and lose my eyesight. I 
became afraid ‘of take-offs and landings. I was always terrified 
at having to fly over water.” 

In the course of interviews, it became apparent that the 
patient was a rigid, compulsive personality, who had attempted 
to routinize everything. He had always been very particular 
about the cleanliness and orderliness of his environment. He 
had always been fearfiil, reticent, retiring and insecure. He had 
attempted all through his life to deal with his anxiety in an 
obsessive, compulsive way. In combat, when it was impossible 
to have things clean and orderly and neatly controlled, this 
man’s compulsive defenses broke down and he had been left at 
the mercy of his anxiety. His family history revealed a mother 
who was a religious fanatic, a compulsive personality who beat 
her child frequently. The parents were separated when the 
patient was 4 years old and he never could get along well with 
hds stepfather. Psychotherapy gave this patient some insight 
into his personality but it weis felt that this man should not fly 
£^am. When he was able to re-establish his orderly and neat 
habits and to control his life, his symptoms of “operational 
fatigue” disappeared, and he was returned .to duty. 


This patient illustrates the frequent type of breakdown 
danonstrated by rigid, compulsive personalities, whether they 
react to combat or only to the poor living conditions overseas. 
Thqre th^ canned ;live out their rituals and they react most 
fi?eci^®otly wit4 depressions (cf. cases 4 and 16). 
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The clinical symptoms of depression in the returnees differ 
little from those seen in other reactive or neurotic depressions. 
The physiccil appearance is one of psychomotor rigidity, as 
evidenced by a rigid, masklike face, staring eyes that wink infre- 
quently, and a general paucity of movement.. These individuals 
volunteer little information and have no spontaneity in their 
associations. Most of them suffer from varying degrees of in- 
somnia associated with a considerable quantity of free anxiety. 
They are tense and restless, unable to sit still in class or in 
occupational therapy. Some others are lethargic and sleep for 
greater parts of the day. A great many of our patients with depres- 
sion are tearful and cry easily, especially when recounting their 
difficulties. Most of them are self-kccusatory and self-depreciat- 
ing. Outbursts of hostility are common, especially under the 
influence of alcohol. They are emphatic that they do not care 
to live any more because there is nothing left in life for them. 
We have seen no suicidal attempts and only a few gestures. That 
self-destructive tendencies have been so well controlled is 
understandable in view of the fact that a socially acceptable 
outlet for suicidal drives consists in volunteering to return to 
combat duty, where a less sordid death is sought. 

Catastrophic dreams are extremely common in soldiers 
suffering from depression. These have been interpreted since 
the work of Freud (21) as an attempt on the part of the ego to 
master anxiety. Although this may be true in some cases, 
combat dreams, like all dreams, are individual and serve a 
particular personal purpose. In the depressed individual, 
catastrophic battle dreams are punishment dreams with a strong 
masochistic coloring. The patient attempts to renew his good 
rdations with his ego-ideal by suffering, in order to atone for the 
guilt attributed to his xmconscious hostility. These dreams, in 
which there is so much suffering, disappear as guilty feelings 
abate. 

At this time, we can delimit two types of personalities most 
predisposed to depression. The passive-dependent person is most 
likely to feel depressed on separation from the group and to 
react with depression at home on frustration of his needs for 
gratification. On the other hand, the compulsive-obsessive 
personality reacts most readily to the loss of a buddy in combat, 
to poor living conditions and to deviations from smooth-running 
performances. These men show marked repetition compulsions 
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which force them to recreate the family circle with all their 
tenderness and hostility displaced to the military group. Officers 
become fathers, comrades are brothers, almost at first sight. 
Loss of these loved objects, toward whom quantities of imcon- 
scious hostility are harbored, disturbs the whole psychological 
equilibrium of the individual. In these cases the unconscious 
hostility evokes guilt and self punishment. The superego reacts 
against the imexpressed wishes, or interprets innocent deeds 
as the cause of the comrade’s death. These thoughts or actions 
are identical with prohibited thoughts of or behavior to siblings 
or father, which were not tolerated by the external parental 
figures of the patient’s early environment. 

Regardless of the origin of the depression, it represents the 
ego’s conscious or unconscious reaction to the fact that it has 
been neglected, rejected, betrayed or punished by an impersonal 
fate, by living figures in reality or by its own ego-ideal. In this 
statement, we deliberately pass over for the time being the 
origin of such feelings. We do this because too many psychiatrists 
plunge into the handling of a case with the bias that the man 
has a depression, ergo he has repressed hostility. Actually the 
first step in handling the emotion of depression is to ask the 
question, “Who or what is hurting this boy?” By doing so, we 
can get a sharper perspective, not only of the imconscious forces 
at work, but also of the task, failures and successes of the ego. 

The passive-dependent patients who are frustrated or re- 
jected react with depression, because of disappointment and 
pain. Men separated by death ftom supporting figures or thrown 
upon their own individual resources by separation firom the 
group are depressed because of the feeling of loss of love from 
the outside. Those who are punished because of guilty reactions 
to their own hostilities feel deserted and unloved by their sadistic 
and intolerant superegos (cf. case 65). 

The dynamic basis of depression is similar to that which we 
are accustomed to uncovering in the depressions of civilian life. 
The most severe csises, particularly those that react to the deaths 
of dose firiends or comrades or loved officers in the group, give 
evidence of strong previous ambivalent relationships to brothers 
or father, when their past personalities are uncovered. In most 
of these cstses the mourned person is one toward whom the patient 
has had a great deal of repressed hostility. In evary case it can 
be deter min ed that the mbumed person was one with whom the 
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patient had identified, or who represented a %ure to which he 
had been ambivalent. Depression, however, is not always based 
on the actual loss or death of a person. We have seen that the 
normal reaction of guilt on leaving the group overseas may 
become quantitatively so great that it becomes pathological. 
In this case, the patient is still under the influence of the strict 
military superego and is still identified with his comrades in 
combat. 

The closer to consciousness the hostility lies, the more free 
anxiety accompanies the depression and the more amenable it 
is to therapy after abreaction. The silent, deep depressions are 
poorly- treated by brief psychotherapy. Outbiursts of displaced 
hostility, provocative behavior to evoke external punishment 
(cf. case 51), alcoholism and suicidal drives to return to combat 
are firequent reactions against the depression itself and are 
difficult therapeutic problems. Pentothal readily facilitates 
abreaction of dependent needs and of anxiety in relation to 
guilt. With little pressure, hostility to lost objects can be brought 
to the surface. Least successfully and less frequently can one 
evoke consciousness of the original derivation of ambivalent 
feelmgs within the family group since these are. often deeply 
repressed. In general, most pathological depressions respond well 
to psychotherapy. 



CHAPTER 13 


Aggressive and Hostile Reactions 


Some soldiers of this war have little hatred toward the Ger- 
mans, although in many instances it may be directed against the 
ideology of fascism, the Nazi activities or some other abstraction 
and it often is directed against the Jap soldier. In our culture 
the most efficient fighting man is not one consumed by a self- 
destructive emotion like hate. Once the enemy has given up 
the fight, he is treated like a human being, given food, water 
and cigarettes and prompt, efficient medical care. Hatred could 
not be turned off like a tap on surrender, but our soldiers take 
the respected enemy as prisoners rather than vent revengeful 
hostility on them. 

This is aU the more true of our flying personnel, who fight 
machine against machine, gun against gun. They become 
greatly disturbed when the pilot of an enemy plane comes close 
enough for them to see his destruction; they are uneasy when 
strafing transport vehicles containing personnel, or troops on 
the road. For the same reason many gunners are not anxious to 
press their claims to have shot down enemy ships, as if lack of 
official credit creates less guilt than a recorded positive score. 
In one squadron a Greek-American gunner strafed a para- 
.chutin^ German pilot and was ostracized by his fellows for two 
weeks as punishment. 

It is true that in battle the enemy is soundly cursed with 
numerous derogatory adjectives and dire threats of revenge, all 
made after the death or injury of a comrade. However, psy- 
chiatrists overseas who listen to the war-weary soldier speak 
under penitodrM ^ ^^.y of enemy-directed hostility. 

Watch and soldia: relieved from battle and you do 

307 



308 THE REACTIONS AFTER COMBAT 

not observe a tough, fighting, aggressive fellow. In attempting 
to contrast the normal soldier, unscathed psychologically from 
his battle eicperiences, with the psychiatric casualty, we saw no 
greater quantity of overt expressions of aggression in the former. 
The happy, high-spirited veteran filled with liquor caroused a 
bit, broke a few windows and violated a few regulations but only 
as an expression of a general ebullient spirit. 

Why is this? Have we not heard that war creates a new type 
of superego that permits and condones release of aggression 
and facilitates abandonment of old repressions? Was not one 
of the major sociological problems after the war supposed to 
be concerned with the animal-like warriors whose unletished 
hostilities, no longer directed against the enemy, would be 
directed against society? It has become quite obvious that for 
the majority of men, removal of external prohibitions against 
killing and even encouragement of human destruction do 
not develop a killer. Neither the soldiers of the First World War 
nor those of the British, Canadian or French armies in this war 
reacted in this way. Normal men nurtured by American civiliza- 
tion do not care to kill even though external prohibitions 
embodied in law, regulation and police are r«noved. 

However, the returned soldiers and particularly those sufier- 
ing firom war neuroses show much more aggressiveness and 
hostility in their verbalizations and behavior than was charac- 
teristic of their precombat personalities. They are resentful and 
openly angry at civilians and toward soldiers who have not been 
overseas, and are fireely and destructively critical of what they 
see and hear at home. Many get into difficulties with civil and 
military law. Their favorite word of depreciation is “chicken 

s ^t,” which is used to describe the morally soft, selfish attitudes 

of people who think only of their own interests, and not of those 
of the soldio". It is our conviction that the apparently normal as 
well as the sick combat veteran is far more aggressive and 
hostile on his return to this coimtry than when he was overseas 
in combat (26, 29). We shall inquire into this phenomenon 
through the study of. a few case histories. 

Ca® 47: Hostility toward authority released after loss of confidence in 
a leader and increased by loss of support from the father. 

The patient was a 21 year old B-24 gunner, who was shot 
down on his first mission and spent ten months as an evadee in 
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enemy-occupied country. He entered the hospital with com- 
plaints of irritability and “rheumatism” of the right knee and 
ankle. The patient was a red-haired, red-faced, well developed, 
well nourished white male, who was tense, anxious and depressed, 
and who sat with his head down, picking at his finger nails. He 
was of average intelligence, answered questions readily and 
spoke slowly and quietly. 

On his fcst mission he was shot down over occupied territory. 
Five members of the crew were injured and the remaining four, 
including the patient, were ordered to escape by the pilot who 
had taken charge of the woxmded. For ten months the patient 
lived in a constant state of anxiety and apprehension along 
with the other three, and endured all the deprivation of a 
hostile country, namely, lack of food and shelter, fear of capture 
and death, and utter lack of security. 

At the first interview, the patient demonstrated marked 
hostility to our Allies, whom he accused of not trying to help 
the evadees; gainst the Intelligence for telling them it was an 
easy mission; and, under pentothal, toward the bombardier of 
his group. After a few weeks’ stay in the hospital, a general 
aggressive attitude toward the whole army was expressed. The 
patient stated he felt worse on arriving home, when he discovered 
that his father was 70 years old instead of 67 years of age, as he 
had thought. He could not explain the meaning of this reaction. 

He was the second yoxmgest of a family of eight, all siblings 
being married except the patient and a young brother. The 
patient stated he wanted to get married, but could not because 
he had to take care of his folks. The patient’s father was in the 
last war and was wounded in the right leg and his son always 
looked up to him as a hero. Apparently there was a stable baci:- 
ground with stable parents. 

The patient worked for an electrical concern, as did his 
three older brothers, and he was a shop subforeman before 
entering the service. Apparently he did his work well and was 
promised that his old job would be open for him on his return. 
The psychiatrist was impressed with the fact that the patient 
had always had a high regard for authority in his relationships 
at home, at his civilian job and in the army. 

Under pentothal the patient let loose a long tirade of hatred 
against his bombardier, who was the only commissioned officer 
with him as tm evadee, accusing him of being a coward, npt a 
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man, and surely not an officer. He scornfully exclaimed, “He 
(the bombardier) was going to be the leader! He’s no officer, 

he’s a yellow s o b ” He also related how he wanted to 

shoot this officer and was sorry he didn’t. From the story, the 
bombardier apparently had lost his nerve as an evadee and 
the patient was afraid this officer was going to surrender to the 
Gemoans and so endanger planes and men to come in the future. 
The patient stated that he wanted to go home, that he was 
through with the army. Subsequent interviews revealed a strong 
sense of guilt for only completing one mission, especially after 
arriving home and being treated as a “hero.” 

After a thorough abreaction of his feelings of hostility toward 
the bombardier, which were accepted as justifiable, therapy 
was directed to giving the patient insight into the basis for the 
intensity of his hatred for this man and its spilling over to cover 
all authoritative figures. He soon saw that being let dovm by 
one officer had evoked a rage against all father figures, especially 
when he needed them most. He quickly regained confidence in 
himself and assumed an independent but not hostile attitude. 


This fairly stable individual under the stress and strain of an 
acute, prolonged and dangerous situation, needed more than 
the usual amount of protection and security from authority, 
which he had always previously trusted. Instead, he saw that 
authority break down and fail to give him support. Later, on 
arriving home, he realized that his old father, the primary basis 
of authority, was also unable to give him support and that he 
held to give support to his father when he needed it so badly 
himself. All of this resulted in a picture of hostility directed 
against authority and its representatives. A guilty reaction was 
secondary to this conflict and the • hysterical pain in his right 
knee symbolized an identification with his father and his father’s 
suffering, as punishment for his own hostility. 

Case 48: Hostility unleashed afier failure of leadership and breakdown 
in group morale. 

A 20 year old gunner had tremendous hostility to the army, 
particularly officers, who “get away with everythir^.” He had 
great hostility toward his p^ents, his fianc6e zmd ^ civilians. 
This boy had enlisted in the army, with much eagerpesis.to figh% 
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and had enjoyed his training and early missions. He displayed 
much enthusiasm and showed complete disregard of danger to 
himself as a tail gunner in a B-24. On his twenty-first mission 
he suffered a severe emotional trauma. On this raid, consisting 
of sixty ships, some peeled off and returned to the base before 
reaching the target. This left him as the tail gunner in the tail 
ship of the remaining formation. As they approached the target 
they were jumped by twenty-five German fighters and also 
received tremendous attacks of flak. His ship was badly damaged 
and he suffered minor flak injinies to the buttocks. How his ship 
in its daimaged state returned to the base is still a mystery. No 
punishment or censure was ever meted out to the crews that 
had fallen out of formation, a lack of justice which made the 
patient intensely angry. He became enraged at the officers in 
the army. He was profuse in the use of profanity and obscene 
language and in outbursts against them, and accused them of 
being yellow. After six days of intense drunkenness and aggressive 
behavior he returned to flying, but after several weeks had to 
be grounded because of marked instability, imcontroUable 
alcoholism and aggression in the form of fist fights and obscene 
language. 

He tzJked of his own crew as being good and having to 
protect the weaker , crews. He was wounded several times but 
did not tell his pilot for fear that he would turn back. In spite 
of this initizil zest for combat, his enthusiasm declined so markedly 
aftar the traumatic incident that he was able to fly only nine 
more mis sions. He complained about the fact that “they give 
you no credit for what you do.” During his stay in the hospital 
he continued to drink and had relations with a mkmried woman 
twice his age. He stated that he neva: used to do such thii^, 
that he was brought up to be a decent boy, not a criminal. He 
felt the army had ruined him and he often cried in self pity. 

The end result of this boy’s experiences is easily evaluated: 
firom an independent, courteous, ^gr«sive soldier he regressed 
into a crying child who weinted to go. home to mother. He lived 
out this tendency in sexual rdatiohs with a woman twice his age. 
This regression was suddenly precipitated when his superior 
officers clearly demonstrated their weakness and he felt desated 
and unprotected by the unexpected weak leadership of the group. 
The m|^ort-prp\i^d!e;d by a stremg group-ideal disintegrated and 
tfa^ soidlar hai4 sed: wiffiin himself for strength. This he could 
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not find, for something had happened to his own ego-ideals: “I 
used to be a decent boy, not a criminal.” He had regressed and 
become more dependent in the process of group assimilation and 
found it now absolutely necessary to have a strong external 
authority to hold him in line. Without such pressure he lived 
out his revived infantile complexes by having intercourse with 
a mother figure and expressing open hatred of his father. His 
externalized father could be hated without a sense of guUt 
because he had lost his internalized superego. This patient’s 
regression had gone so far that he could no longer be retadned 
in the army. 

Case 49: Hostility toward an ur^aithjuL wife displaced to the army 
and its officers. 

A 23 year old Sergeant was admitted to the hospital from a 
Continental base, where he had been assigned after his return 
from overseas several months previously. He completed twenty- 
five missions in B-17 planes as armorer gimner. Prior to military 
service this soldier lived in a small Northeast community, where 
his basic social adjustment was poor. He found it very difficult 
to engage in many of the ordinary social amenities and devoted 
much of his time to working on the farm or to hunting and fish- 
ing. Since late adolescence he had used alcoholic intoxicants 
rather steadily and occasionally to excess. With this personality 
background he returned firom combat with minimal symptoms 
of “operational fatigue” and was given zm assignment as ground 
armorer. Upon his return he discovered that his wife, to whom 
he had been mairried for several moiiths prior to overseas duty, 
was living with another man. This distressed him and aroused 
his aggressiveness to a point where he wondered why he didn’t 
kin both of them. However, he regained control of his feelings, 
but developed tension, irritability and hostility toward the 
army. When he felt that he was again losing control of his feel- 
ings, he reported himself to the Flight Surgeon and arranged to 
be transferred to the hospital. . 

From time to time his irritability and tension reached a high 
point, but for the most part he gradually made a much better 
adjustment in the hospital. He anticipated return to duty with 
a great deal of apprehension, inasmuch as he felt himself in^ 
capable of adjusting to the petty hostilities and machinations 
of the permanent party porsoimel. Therapy, directed toward 
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giving him insight into the fact that his irritability and hostility 
toward the army were a displacement from his inner frustrations, 
was accepted but not well synthesized. He was returned for a 
trial of duty. 


Hostility toward the army was displaced from that directed, 
but unexpressed, toward his wife. The army came to represent 
the means by which he was separated from and hence lost his 
wife. In this manner the army officers symbolized the bad father 
of his childhood, who interfered with his exclusive possession of 
the mother. 

Case 50: Molilizfliion by combat of an old repressed corflict involving 
hostility. 

The patient was a 20 year old Sergeant, who had completed 
twenty-five combat missions as a gunner. He entered the hospital 
complaining of terror dreams, in which he was usually str^ed, 
and of depression and restlessness. He had been addicted to the 
excessive use of alcohol since going overseas. The patient did 
not feel excessively nervous during his combat missions except 
on take-offs and landings, although he had many sevore mis- 
sions and lost several dose friends. Eds terror dreams were 
usually of dive bombers strafing him while he was alone on a 
hillside near a pub. If he went into the pub they would wait 
until he came out, ten to twelve in number, but he was never 
hit. In another type of dream he would be walking in Germany 
along a railroad track, trying to find his way home. He could 
only see German women and every time the RAF came 
over they would drop their bombs around him. These he heard 
but never fdt or saw. These terror dreams began during a one 
month period of grounding after his second mission. 

The patient was the youngest of six siblings. He finished the 
tenth . grade of school, making average grades, and then went to 
work. His first sexual rdationships were with prostitutes, who 
disgusted jiim and caused him to be anxious about venereal dis- 
ease. He neva: was weU adapted socially but there was a group of 
three or four boys with whom he associated. After several weeks’ 
stay in the hospital under psychotherapy the patient had numer- 
ous dreams rdating to his sexual desires toward his brother’s 
wife. The dreams always involved finistrations of his desires, with 
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punishment and a subsequent regression to childhood pleasures 
of eating. Actually his brother’s wife had tried to seduce 
him and he was sorely tempted; he recoimted many instances 
when this sister-in-law imdressed in front of him. He lived in the 
same room with his brother and his wife, who actually turned 
out to be a prostitute and whom his brother subsequently 
divorced. This same older brother since early childhood had 
eaten the best food and stolen things from the ice box that were 
intended for the patient, who always came out second best. “I’d 
go off by myself and cuss him. I’d never run around like he did 
or have friends like he did.” 


This patient’s history indicated that his traumatic combat 
experiences restimulated his old conflicts. The German planes, 
the bombs which attempted to destroy him and caused him to 
seek refuge, were his own hostilities projected outward, derived 
from great envy of his older brother. Fear of retaliation forced 
him to regress to a state of passive dependence in which subse- 
quent envy and resentment caused him to be increasingly hostile 
and fearful, thereby creating a vicious circle. Combat mobilized, 
old eiggressions toward powerfully hostile external figures, which 
attempted to destroy him. In his dreams, refuge in a pub, 
dependence, was his only defense. The attempt to return home 
to childhood gratifications was disturbed by his own hostile 
sexual curiosity and he was in danger from noises (his brother’s 
coitus). It is interesting that the battle dreams were readily 
replaced under psychotherapy by fremk sexual dreams ending 
in punishment and regression. 

Case 51: Repressed hostility toward a lost comrade, causing anxiety and 
a state of tension. 

A 24 year old B-25 pilot entered the hospital, complaining of 
nervousness and a feeling of inner tension, "as if something must 
come out.” Prior to military service, he was a baker , and had 
had no unusual diseases or nervous disturbances. He came 
from an econoinically poor family. Overseas he completed fifty 
missions of low level bombing. He had a feeling of being poorly 
trained and lacked confidence, -so that he was continually 
apprehensive, .^er the twenty-fifth mission he had to, force 
himself to continue, for he felt like quitting. He was much cam- 
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cemed about his family while overseas and managed to buy 
them a house with his savings. He became greatly disturbed 
when a Mend was shot down and worried about how long his 
own luck would hold out. The commanding officer of the 
squadron was not a good leader. The patient himself had a very 
loyal crew, for whom he took a keen responsibility. 

Overseas he always imagined the tragic possibilities of each 
mission, but, when his Mend was shot down, he began to feel 
t^t his own number was up. He was upset when a cannon shot 
hit the gunner on his wing ship and he saw the blood flow from 
the turret. On being returned to the United States, he enjoyed 
his overseas leave and was sent to a Continental training field, 
where he developed restlessness due to worry about flying with 
Students. 

In the first pentothal interview he described the accident in 
which his Mend Fred was killed and as he cried he stated how 
he loved Fred. “He was a good, likeable boy, blond like me.” 
He had a great deal of guilt about Fred, who had asked his 
advice just prior to his first mission. Fred was a very stable person 
and had looked after the patient, who had depended upon him 
for instruction. After Fred’s death he got along by feefing that 
Fred’s spirit was helping him and this kept him flying. As an 
instructor in this country he was afraid that his pupils would 
stall, as Fred did just prior to his fatal accident. 

In discussing his past history during psychotherapeutic 
interviews he brought out the fact that he had always supported 
his parents, since his father was incapacitated by an injury 
occurring when the patient was about 8 years of age. He still 
sent than about a hundred dollars a month. There was a great 
conflict concerning the family and social conditions at home, 
since his parents were both foreign-bom and communistic. He 
told how his older brother was the favorite of the family and 
received betta: toys, more privil^es and more attention^ 

In the second pentothal intoview, he wait into further detail 
about Fred, and how he had helped the patient, even giving 
him money. He was afraid that his advice to Fred the night 
brfbre die accident might have had sometMng to do with his 
death, since he advised flying in very close formation. The 
irrational nature ci the patient’s gtrilt was brought out to him. 
Smee' actaaily he ?e&uM not in any way have been responsible 
fbr his firiemd’SideaMh, it was suggested ffiat parhaps he had some 
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resentment toward Fred. The patient then recounted with con- 
siderable feeling that Fred was always telling him to do things 
and that there was a hate building up in him toward Fred, 
even though he felt so dependent on him. It was pointed out to 
him that this guilty feeling was a reaction to the resentment 
against Fred, who had been so good to him and so loyal; he 
resented his own dependence on Fred, which probably came 
from his past pattern of behavior. The patient saw then that his 
attitude toward Fred was like his attitude toward his older 
brother, the favorite. It was pointed out to him that he was 
envious and attempted to identify himself with Fred as he did 
with his older brother. He admitted that every night before 
going to bed he would think about Fred and his good qualities 
and how helpful he had been, and then a few thoughts about 
Fred’s disagreeable qualities would creep in but would be 
quickly pushed away. 

After these interpretations, he began to think he was as good 
a pilot as Fred, although Fred thought he was very “hot” and 
was very critical of others. He then began to think that he could 
make a good instructor. 

The next day he made a social call on a family in the neigh- 
borhood and was able to endure the family scene without irrita- 
tion or disturbance. During the next few weeks he slept well, 
gained 7 or 8 pounds, and felt that he could go back to duty and 
continue as an instructor. He worked through the various inter- 
pretations and gamed a thorough understanding of how his 
guilt concerning Fred was related to the family situation. 


“Inner tension” was the expression of repressed hostility that 
this patient used. He soon learned that it represented negative 
feelings toward the mourned comrade. These were a duplication 
of identical attitudes which he had toward his older brother. 
It did not take him long to work through this interpretation 
and recover his equilibrium. 

Case 52: Hostility engendered as a reaction to loss of security by an 
insecure, dependent boy. 

A 24 year old Sergeant entered the hospital, stating: “There’s 
nothing wrong with me. I just want to get out of the army. Fed 
up, moody and can’t sleep.” His first three missions were un- 
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eventful but the fourth was tough. He lost a few friends, and 
cried and worried about them. The fifth mission was a practice 
night sortie. The crew were sleeping in the radio room when their 
ship was riddled by 20 mm. shells from a night fighter. There 
was a mad scramble for ’chutes as the airplane went into a steep 
dive. “I’ve never been so scared in all my life.” The plane was 
landed safely but he “had the shakes for a couple of weeks.” 
He developed malaria at this time and spent thirty days in a 
hospital, losing a number of missions, so that he was forced to 
fly with green crews to catch up with his own. He conquered his 
fears and became immune to any harrowing circumstances. 

The patient had left school in the last year of high school 
because he was fed up with it. He then had worked in the poultry 
business, helping his father. He had been somewhat “wild” in 
those days. His mother had died in childbirth at the age of 33; 
the, patient was 3 years old at the time and did not remember her. 
He was the third child in a family of six. He had not smoked, 
bitten his nails or drunk since coming home, because of a girl 
he had met and had fallen in love with. 

The patient seemed cooperative, pleasant and free from 
anxiety, but showed no spontaneity: “Nothing wrong with me. 
I’m just fed up with the army. I’ve done my job. I’d have been 
O.K. if I hadn’t come home and foimd how things were and 
met this girl.” The gist of the interview, by the patient’s own 
admissions, was that he wanted a medical discharge because the 
girl would not marry him while he was in the army. He pro- 
duced a letter fix)m his girl and one from his family urging him 
to bend every effort to getting out of the army. 

Under- pentothal the patient stated he had never lived imtil 
he had gotten in the army. He had never made such good friends. 
He cried a good deal about the loss of his fiiends and mentioned 
that, if he had had a normal family life, this might never have 
happened to him. “My sister was the only one that pulled me 
through. I would not quit because of her.” At no time was there 
much emotional display. On coming out of the pentothal state, 
the patient was surprised at the material uncovered. “I’ve never 
told anyone that before.” He discussed things more freely and 
supplemented the history and intervieiV with more information. 
He had had no family life. He would leave home in the evenings 
and come in late, and had no interest in the home. His father was 
an cdd coimtry &mer, who only worked, ate and slept, and his 
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Stepmother paid no attention to him. The only family figure that 
had any hold on him was his sister. The picture presented seemed 
to be one of early insecurity, followed by entrance into the army, 
with a temporary feeling of security previous to combat. 

Subsequent interviews were conducted with the idea of 
getting ihe patient to become aware of his condition and to 
analyze his hostility for the army and officers. Acceptance of 
material was nonexistent at this time. A second pentothal 
treatment uncovered two apparent guilty reactions, which were 
concerned with the deaths of two firiends, one of whom he had 
identified vwth. 

At the next interview he asked if the therapist- had noticed 
any tension in him, because he felt as if he would blow up. He 
wanted to know why he felt that way, and also why he felt so 
insecure and restless? The first wedge had been driven. His army 
life was considered first and then, step by step, his early experi- 
ences. His lack of and drive for security were explained to him, 
with insertions of material of his own. He began to imderstand 
his needs and then to see a possible solution. As he imderstood 
the basis of his hostility, his symptoms subsided. 


This boy, who had had no family life, no mother, no support 
from his father, no love and no security, developed an aggressive 
and hostile attitude toweird the world and sought a circle in 
which he might “find” ' himself — ^“the gang.” His early army 
experiences made him feel good. He was part of a t^am. He 
made friends easily and found friendship necei^ary. In combat, 
with the loss of these friends, his insecurity broke through — 
urfdrtunate incidents gave him a mild feeling of guUt. He 
developed a hardened exterior, taking the stand that “when you 
get it, you get it. It’s tough.” He tried to impress everyone with 
this defensive attitude. 

His meeting of the girl on his return and subsequent “falling 
for her” were a manifestation, apparently, of his desire to find 
someone who would take care of him and give him the love anH 
security for which he had been striving. At the same tim^ he 
unloosened all his rage against the army and his officer father 
figures for first promising suppeat and then withdrawing it. 
The fathers were to blame for not protecting him against the 
harrowing enemy and not giving him the love and, security he 
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desired. In a sense this boy’s problem was a new edition of an 
old repressed hostility originally directed to his own father. 

Case 53: Hostility in a precombat pychopathic personality, unconsciously 
directed to evoke punishment. 

A 33 year old Sdrgeant completed twenty-three very severe 
combat missions as a gunner on a B-24, in spite of the fact that 
his right index (trigger) finger had been missing since an acci- 
dent in 1916. He spent two hundred and eighty-two combat 
hours in completing these missions, which fact tends to bear out 
the severity and length of each mission. 

Symptoms of apprehension, tension, insomnia and irritability 
became quite noticeable after his fifth harrowing mission and 
gradually increased with subsequent missions. He lost numerous 
close firiends while overseas, two of these standing out in his mind 
very vividly. 

He had always been of an irritable temperament and hard- 
headed, and firequently fought with his brother, who was older, 
more dependable and “a better guy than me.” He stated, “I 
don’t know if it’s my disposition; I’m the more excitable type.” 
His brother could lick him until the patient reached 18 years of 
age. “Then I got the best of him and we didn’t fight any more.” 
After high school graduation he left home and during the < 
economic depression held odd jobs. He then worked in a radio- 
auto store and spoke of it as “our business,” though he had no 
financial interest in the establishment. He stated that he would 
not return to this work after the war, because “I’m too irritable 
to meet the public.” Once he quit for a month in a dispute with 
his boss referable to a vacation, but the boss wrote to him and he 
went back to work. He had an auto accident when he was 20 
years of age and was arrested, but his boss “bought him off.” 
He was arrested in 1938 for driving while intoxicated. He had 
been in twenty, perhaps fifty, ^hts while intoxicated but seemed 
to think this not ptirticularly unusual. He stated alsp that his 
whole crew used to fight among themselves quite a bit but he 
did not do more of this than the others. He was engz^ed once 
but the engz^;ament was broken on a “fifty-fifty proposition, I 
guess,” and he had few dates for several years afterwards because 
he was quite depressed about this affair for a long time. His 
modiOT committed suicide in 1938, which was a very severe shock 
to the. patient. She was 58 years age at that time and the 
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patient stated “she wouldn’t hurt a fly.” The preceding informa- 
tion was obtained after much hesitancy on the patient’s part 
and he refiised to discuss his family background further. 

On admission to the hospital the patient displayed very 
marked apprehension, tension, irritability, depression and 
animosity toward the army. His only desire was to find some 
means of getting out of the army and he displayed very marked 
verbal aggression agamst aU officers and authority of any kind. 
He was seen on several occasions during the two weeks following 
his admission and each time his symptoms and irritability 
remained imchanged. He continued to express this hostility 
toward the army and everyone who suggested a figure of author- 
ity to him. Insomnia, tension and combat dreams continued 
unabated. He expressed great fear that he would commit suicide 
in the same manner that his mother did. He did not .drmk 
very much during the first ten days of hospitalization. His 
reaction toward anything suggestive of army routine or authority 
was one of very marked verbal egression, and he frequently 
would get up and pace the floor and threaten anyone who tried 
to give him an order. He stated, “If the C.O. of this hospital 
should walk in this office and tell me to stand up, I’d tell him to 
go to hell, and, if he commanded me to stand up, I’d sock him 
in the nose.” It was quite evident that this patient was imder- 
going Considerable strain in order to keep himself under suffi- 
cient control even to cany on a conversation. In his interviews 
he would talk continuously for thirty minutes in an uninterrupted 
manner, during which he would expend much of his pent-up 
hostility in the form of verbal aggression and expressions of 
hatred against the army and the injustices which he claimed 
had been meted out to him. He admitted that he had con- 
tinually argued with crewmates in Australia, and further 
questioning brought the admission that he believed he was to 
blame for most of this. He did not give vent to his resentment 
while in the theater of operations because “we were tied down 
and restricted.” Now he threatened to kill the guy who “breaks 
me.” He stated, “Pm fed up with G.I.’s.” 

Under pentothal he expressed himself as follows: “This 
damned army ! I think about Dave. He was a regular guy and 
one of the best. I cried when I saw him. His whole forehead and 
the top of his head tom off. The army shouldn’t have done that. 
If that’s the kind of guys that ipn the damned army, I want no 
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part of it. I can never take an order that I don’t see Dave’s face. 
He was a friend to every guy. Those six month boys are the ones 
. who are giving the orders, making three or four runs over the 
target. I don’t think I can take another order. I can’t take it 

and I’m not going to take it. All this b s^ they put out here 

in the States. I thought we’d get at least a little consideration. 
I’m just washed up with everything.” 

On several occasions the patient violated hospital regulations 
and eventually a firm attitude was adopted toward him. He was 
placed in detention, brought to trial and given a stiff fine. This 
had a remarkable effect on him. During the remainder of his 
hospitalization, he wjis most cooperative and, so far as could 
be learned, gave no trouble on the wards, stopped dri nking 
alcoholic beverages entirely and was almost what one might call 
an ideal patient. He was discharged with the notation: “AH 
symptoms of ‘operational fatigue’ have completely disappeared. 
However, these symptoms will probably recur ff he is placed 
back on flying status. In spite of his personality he will make a 
fairly good readjustment in the army, (1) if he is not allowed to 
‘get by’ with disciplinary infractions and (2) if he is given a 
fair break and not reduced in grade without good reason.” 
This patient was returned to duty. 

The surprising climax to this case history is the fact that 
several letters from the soldier at Ms new duty station indicated 
that he had adjusted well, was happy and enthusiastic about his 
work, and had maintained Ms recovery. 


There was little doubt in our minds that this patient had 
been psychopatMc in his aggressive drives since early life. His 
work and social history disclose an aggressive, impulsive, 
wandering ' person. Even then he destroyed his chances for 
advancement. Later, in the army, he did likewise, getting drunk 
the day he was to receive a promotion. In combat, fate itself 
took care ©f the punishing process and gratified his masochistic 
needs. Back home he again had to search vigorously for people 
to punish Mm. As a member of a group Ms own anxieties could 
be submerged. As an individual he openly sought for aggressive 
forces to hurt him. This need had to be gratified before his anxiety 
disappeared. TMs w^ recognized and a firm attitude taken 
toward Mm. The improvement was spectacular. Firmness, not 
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kindness, was what he desired. This is one thing he can be sure 
of obtaining in the army, so that his recovery should be perma- 
nent as long as he is a member of a disciplined group. 

Case . 54; Aggressive behavior in an immature boy, somewhat regressed 
after combat, for the purpose of receiving attention. 

The patient was a 22 year old gunner, who had completed his 
tour of combat duty overseas without more stress than usual. 
He entered the hospital with complziints of insomnia, restlessness 
and nervousness. He soon showed us that he was to be our 
problem child. He dressed outlandishly and in words and 
behavior was loud and exhibitionistic at all times. He had a 
sense of humor and created quite a few laughs but became 
increasingly disturbing. He stayed up all night and attempted 
to sleep in the daytime and paid little attention to his appoint- 
ments. After repeated warnings he was placed in the guardhouse 
and ignored for a week. He asked to see the therapist and 
hinnbly promised to behave. He was then told what his whole 
behavior meant — ^it was that of a little boy using every artifice to 
attract attention to himself, even though it was punitive atten- 
tion. He grasped the interpretation and subsequent psycho- 
therapy went ^ong well. He was given some gratification of his 
dependent needs as his cooperation increased. During the first 
week he presented an exaggerated picture of a severe anxiety 
state with treinor, restlessness and insomnia. Alfter he under- 
stood the meaning of his behavior 2 md its failure in obtaining for 
him a medical discharge, he lost all his symptoms. He returned 
to duty as an ex^plary soldier and was assigned to traveling to 
large cities recruiting for the Air Forces. 


This patient represents a large group of youngsters who are 
ather immature or have been pushed back into immaturity by 
their experiences. They have endured stress well in their group 
organization and at home have lapped up attention and aera- 
tion. Then return to duty looms up as a fiustration, for no more 
are they heroes occupying the nation’s thoughts and intereiSt. 
They anticipate returning to Continental bases as ordinary 
soldiers to do routine, monotonous and ummpentant jobs, 
induding K.P., latrine ^ty and guard duty. They make a last 
desperate effort to avoid this, fate arid seek for a m^bal dis- 
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charge. They strive for attention, even though it will be punish- 
ing. They reveal the common mechanism observed in children 
who desire attention at all costs and obtain it by exhibitionistic 
or naughty behavior. In a sense the aggressive behavior is a 
flight from anxiety. Consciousness of his motivation started this 
boy on the road to recovery. 

Case 55: Hostiliip reactive to a homosexual conflict accerdvMed by the 
symbolic signiflcance of enemy attacks. 

The patient was a 29 year old, single, B-17 engineer , gunner. 
His presenting complaints were inability to sleep, eat or con- 
centrate, headaches, tension, restlessness and preoccupation 
with battle. The patient-had flown twenty-five combat missions. 

In the initial interview the patient had difficulty in remem- 
bering his tour of duty in any detail and was quite irritable. 
Nevertheless, he described the loss of many good friends over- 
sesis, including his crew, who were shot down while the pa- 
tient was at a rest home. He was very devoted to the crew and 
described himself as looking after them like a father. His mis- 
sions were very severe. The adjustment that he made while 
overseas was satisfactory but aomewhat thin. He was demoted 
from sergeant to private for insubordination to superior officers. 
He expressed contempt for officers and figures of authority 
repeatedly throughout the interviews. The patient came from 
a lower middle-class family. He had one brother and two sisters, 
to whom, he stated, he was devoted. The parents were alive but 
not well. The father was a roustabout when the patient was a 
boy, but he was injured when the patient was about 18 years 
old, making it impossible for him thereafter to earn a living. 
The mother had been ailing for years. The patient stopped school 
in order to hdp support the family. This he did with considerable 
success, evaatually purchasing a house for them, sending his 
brother to college and paymg for the Confinement erf . his sister, 
in the course of the jMycbotherapeutic interviews it developed 
that the patient had always .l?em a hostile, aggressive individual, 
who would fight at the drop of a hat and who in earlier years 
was an amateur boxer. While he was overseas he got into fights 
frequently, and upon return to the United States on his furlough 
he beat a <aviliaai.:His dreams were frequently about %hting and 
on sev^al dCGas^m ho dreamed of bating some enlisted man 
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into a bloody pulp. Once in such a dream he struck the wall 
violently and injured his fist. 

Pentothal narcosynthesis resulted in abreaction of emotion in 
the present tense, the chief conflict being the fact that he was not 
with his crew when they were shot down and he felt responsible 
for this. Psychotherapy did not succeed in removing this un- 
reasonable feeling. The patient displayed great rigidity in his 
attitude during interviews and was usually evasive, vague and 
skeptical. An outstanding fact in the interviews was his childlike 
devotion to his mother. There was no question of his resentment 
toward the entire family, but an effort to make him conscious 
of this resulted in considerable negative feelings for the therapist. 
It became progressively clearer that it was virtually impossible 
to keep him t alking about the current transference situation. An 
attempt to speak with him of the past also resulted in his becom- 
ing antagonistic. The patient did not develop any insight into 
his situation. He continued all through his hospital stay to sleep 
poorly, to vomit his meals frequently and to suffer fcom harrow- 
ing, aggressive dreams, such as being attacked by a man with a 
meat cleaver and defending himself by gashing his assailant’s 
throat. His headaches continued imabated. The only insight 
that the patient reached was that there was a relationship be- 
tween his physical symptoms and his emotional difficulties. He 
made up his mind, after he had been at the hospital for some 
time, that only separation from the service would help him. In 
view of the intense resistance he displayed to therapy, the vio- 
lence of his rage and the severity of his symptoms, medical 
discharge was the only solution. 


Fundamentally, this patient was a dependent individual who 
all through his life had successfully overcompensated his passive 
trends by being the supporter and adviser of his family. His 
childhood attachment to his mother had not evolved into a 
normal adult attitude. He had strong unconscious resentment 
toward his family. In combat his passive needs were increased 
but were compensated by his becoming the father figure to his 
crew, with whom he co^d secondarily identify in a recdving 
role. When the crew w^ shot down, the patient was at the mercy 
of the anxiety engendered by fmstration of his passive needs. 
Consequently, a tremendously hostile, ^gressive attitude 
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developed toward the army and all authoritative figures. He 
was an enraged personality, who had not been able to make a 
new adjustment to the army. 

Brief psychotherapy was imsuccessfiil in breaking through 
this patient’s hostile attitudes toward the army, which were 
displaced firom an intrapsychic conflict.-The patient in life had 
defended himself from a strong unconscious homosexuality, so 
vividly portrayed in his dreams. In the combat crew he acted 
out the role of the kindly father figure, which protected him 
from his vmconsdous wishes to be the helpless and attacked, the 
recipient of homosexual attentions. In therapy his defenses were 
so strong that he refused to enter into any discussion of trans- 
ference or past feelings. 

In many cases, although it is easy to see the homosexual 
conflicts underlying the symptoms and dreams of patients, such 
conflicts do not reach as frank an expression as in this patient. 
Because of the brevity of our therapy and because of the facility 
with which these conJflicts can be handled in the transference by 
nonsexual interpretations, it serves no purpose to attempt to 
bring these conflicts into consciousness, even though we know 
that behind many problems of guilt, depression and hostility 
lie homosexual patterns. 

To enumerate the external causes of the hostile-aggressive 
attitude to authoritative figures demonstrated in these illus- 
trative cases, we may make the following list: 

1. Loss of confidence and trust in leadership (case 47). 

2. Loss of group morale (case 48). 

3. Hostility displaced to the army from other rejections 
(case 49). 

4. Mobilization of old repressed conflicts (case 50). 

5. Mobilization of repressed hostility from a current conflict 
(case 51). 

6. Reaction to loss of dependent gratification (case 52). 

7. Hostility of psychopathic pasonality in order to evoke 
strict supervision (case 53). ' 

8. Hostility of dependent personality to gain attention (case 
54). 

9. Defensive reaction against xmconscious homosexuality 
(case 55). 

In none of these patients do we .find the expression of hostility 
toward the enemy, Pentothal abreactions frequently elicit crying 
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and sobbing antagonism toward “those bastards,” but it is the 
impotent wail of a child. The really hostile expressions and 
behavior are directed to the army and the man’s own officers 
and leaders. Although there may be a nucleus of truth in the 
reasons given and the acts of the officers on which the patient 
rationalizes may be correctly stated, this hostility is derived 
from wi thin and is evidence of a neurotic reaction. 

When we analyze these seemingly heterogeneous cases 
closely, we find that basically the hostility is often mobilized 
by failure or loss of the group morale or organization. This 
failure may be in leadership or in the total group configuration. 
It may result from failure of comrades to continue necessary 
relationships through their death or loss, obviously an imcon- 
troUable failure. The failure may stem from loss of group life 
by rotation of the patient home, a procedure which he strongly 
desired without knowledge of its disastrous secondary effect. 

The dynamic forces behind the external precipitations of 
hostile and aggressive reactions will be discussed in chapter 15. 
The old unsolved neurotic conflicts involving hostilities are 
obviously often restimulated by the conditions of war. But new 
aggressions are derived from the specisil results of stress, when 
it is severe enough to cause psychological regression. The 
personality returns to a stage when anger is expressed directly 
to supporting figures who have rejected or failed to support the 
individual adequately. Deprivation, loss of love, loss of self 
esteem, are stimuli to . a diffuse attack on any or all parental 
figures without producing a sense of guilt, since rationalization 
is adequate and internal checks on aggression have been lost 
by the very process of regression. 

The sullen, antagonistic, disrespectful patient with large 
quantities of hostility is often a difficult therapeutic problem. 
He may have no insight into his illness and his negative attitude 
toward the therapist blocks his treatment. Those that are fearful 
of their hostilities or feel guilty about them offer better prognoses. 
Many seem unable to verbalize their aggressions and repetitively 
liberate them only in action. This group is the most difficult to 
treat and from it we have the greatest number of failures. In 
many of these cases chronic symptoms develop early in their clini- 
cal course, which resemble those of the intractable cases still suf- 
fering since the last war. ' ^ 



CHAPTER 14 


Psychotic-like States 


The TERM “psychosis” has an ominous connotation, indicating 
a serious mental disturbance with a bad prognosis for permanent 
cure. That this is not always the case has been borne out by our 
experiences with psychotic-like breakdowns in combat soldiers 
in whom rapid recovery could be effected with little difficulty 
(26). 

By definition a psychosis is a profotmdly regressive reaction 
in which there is a considerable break with, reality. The reality- 
testing functions of the ego are lost or diminished, so that uncon- 
scious drives^ or forces sire more or less directly and openly 
expressed. This differs from the break with reality made in the 
neuroses in which an incomplete gap is covered up by other 
synthesizing forces within the ego. 

In a sense the neurotic reactions produced by war are efforts 
on the part of the ego to prevent a break with reality on the 
larger scale characteristic of the psychoses. They are reactions 
to negate the external trauma or to isolate the anxiety thereby 
stimulated. The phobias protect the individual by keeping him 
away from the trauma. The compulsions dispel the dangm>us 
situation by magical formulae or gestures. The hysterical symp- 
toms completely blqdc out entire perceptual system? to avoid 
cognizance of the danger. In the trau mat ic psychoses the ego 
crumbles tind ignores either reziiity or the great anxieties stimu- 
lated by it. Overseas the psychotic reactions seen mostly in 
ground troop? were due to a nidation of reality by the process 
of 'dissociatkinj which has b«n described in chapter 5. In the 
pkyehbtio-fike reactions in returnee the ego loses its integrative 
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capacity from the pressure of anxieties that have been stimu- 
lated by traumatic experiences and have been pathologically 
prolonged. 

Nightmares are a most frequent symptom in almost all cases 
of war neuroses. These awaken the sleeper with profound terror 
and often it requires several moments for the patient to reorient 
himself in time or space. He awakens with a start, often in panic, 
thinking he is back in combat. All the symptoms of profoimd 
sympathetic excitation appear, as if there were an acute emer- 
gency. These take the form of tachycardia, perspiration, dys- 
pnea, tremor and sometimes diarrhea. Occasionally the patient 
is paralyzed or converts his panic into action and desperately 
tries to find his way out of the dangerous environment. At times 
this action is frenzied and purposeless; at other times there is a 
slower, deliberate “sleepwalldng” in an effort to leave the 
hospital. Occasionally there is an aggressive attack on the nearest 
person with the most convenient weapon at hand. The patient’s 
roommate may be hurt or may narrowly escape injury. 

These nightmares occur when the ego is asleep and has given 
up most of its normal'discriminatory functions. The unconscious 
tensions created by combat are held down by the ego as long 
as it functions successfully. During sleep they are able to press 
upward with such force that the ego is powerless to distort them 
into a disguised dream; they are expressed realistically and the 
weakened ego reacts as if the stimulus were external. Eventuzdly 
the ego regains mzistery of the situation, especially after adequate 
therapy. 

The following case reports represent a similar process 
occurring in the day time. 

Case 56: Partied loss of ego discrirrdmtion — depression and anxiety 
dm to repressed hostility. 

A Sergeant radio-operator was shot down over enemy-occu- 
pied territory on his fifth mission, but evaded capture and 
returned to his base after a month. He entered the hospital 
with the complaints of nervousness, sleeplessness, nightmares, 
depression, loss of appetite and tachycardia. His most distiurbing 
symptom consisted of illusions that he was back in combat. 
During the day, while busy and interested, he had no trouble. 
However, when he lay on his bed alone with no one else around, 
or shut his eyes, or at night in the dark^ hp was immediately 
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transported back to his dangerous past. This was not in the form 
of a memory or dream, for he actually felt himself to be in com- 
bat or eluding the Grermans. It took a few minutes for him to 
orient himself after opening his eyes. 

He was treated with a group for several sessions but after 
a short time he asked for a personal interview, which revealed 
that his symptoms had become much worse since his return 
home. This boy had a good bacl^ound and his early life was 
uneventful. He was an adopted child and did not remember 
his real parents. At home he became depressed because he found 
that his girl friend had become friendly with another service man. 
He apparently accepted this in good grace and asked her not 
to break off with this man, since he was going overseas and the 
patient didn’t want him worried when he got into combat. He 
arranged to spend the early part of each evening with his girl 
so that she could be with the other man for the remainder of the 
time. He entered the hospital uncertain whether the girl was 
more interested in him or in his rival. It became apparent that 
a great deal of his depression was related to the repressed 
hostility which he had toward his rival. However, some of it was 
displaced toward the army and officers. A more detailed study of 
his character showed that he had never been able to express any 
hostile competitive attitudes. The symptoms of his combat 
neurosis were due to repressed aggressions toward the enemy, a 
repression that was not completely successful because free 
anxiety dominated the picture. 

Psychotherapy was directed toward hdping him to accept the 
normal nature of his aggressions and permit them to become 
conscious. The therapy was directed particularly at the current 
edition of his competitive hostility, nzunely, that rdated to his 
rival. As he b^an to see the nature of his true feelings and their 
nonmdity, his anxiety and depression decreased. He was able 
to verbalize negative feelings toward other men and officers 
in his squadron. His rigidly masked and depressed face assumed 
expr^ion and he began to enjoy his stay in the hospital; sleep 
soon became normal and he recovered completely from the 
illusion of beii^ in combat. He developed courage to send for 
his girl and her mother and had them spend two wedcs with 
him. An underetanding was reached that after the war they 
would get married. 
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This patient demonstrated the phenomena of lack of spatial 
or temporal orientation when he closed his eyes. Losing the 
reality-testing powers relayed to the ego through vision, his 
weakened ego returned to the Mghtening experience of com- 
bat and flight from the Nazis. The source of the burden which 
his ego had to bear was tmcovered during treatment. This 
patient could not overcome his compulsive character and express 
his aggressions against the dictates of his strict superego. He 
found himself in the same dilemma at home in competition for 
his girl. His depression and anxiety were a combined reaction 
to the unexpressed aggressions stimulated by war and home 
situations. The perpetuation of his hypnogogic hallucinations 
of catastrophic danger was due to the fact that the danger of his 
own hostilities was stiU present, and was in fact increased. They 
were projected to the enemy and reacted to as toward an external 
enemy. They could not be mastered imtil the ego could deal 
with the real enemy, his own internalized aggressions. 

Case 57: Paranmd-aggressive state, moUUzjed by Jrightemng war 
experiences, proivcing sleep paralyds. 

The patient was a tall, heavy-set 22 year old gunner radio- 
operator, who had been overseas twenty-two, months. He was 
tense, hesitant and not very clear in relating his difficulties. For 
the past few months he had beeri unable to get along with other 
people and imable to take orders, and had developed a prefer- 
ence for being by himself. Lately, at night, he had. been feeling 
as if his whole body were paralyzed. The patient felt as if every- 
one, especially officers, were against him. In public places people 
looked at him queerly and he could not endure .their gaze. 

His iUness began a year ago while he was overseas, after an 
episode in which GermEui parachutists attacked his camp but 
were driven off. He was very much frightened, and afraid he 
might be killed, and he nearly shot one of his own men with a 
machine gun. Four or five months ago, while still overseas, he 
would often feel paralyzed at night as he would think ova: the 
unpleasant events of the day. He developed marked insomnia, 
headaches and preoccupation with impleasant combat experi- 
ences. Hallucinatory visualizations of women and children being 
killed, of starving children and of bombings were experienced. . 
He found it hard to concentrate, had great difiBculty in talking 
about the war and could not stand heating others talk about 
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it. He had episodes in. which he became enraged, and he had only 
a thin control over his aggressiveness. Sometimes he became very 
tearful when aggressive. "While stationed at a Continental air 
base after his return, he could not stand doing duty, developed 
hatred of army discipline and had strong impulses to strike 
officers who gave him orders. He felt much better when he was 
with his wife, who took good care of him. The patient stated 
that he wanted to go away to some place alone with his wife 
for six months, and to see no papers and hear no radio. 

While overseas he received news of his father’s death from 
tuberculosis. His father had been ill for several years in a sani- 
torium. The patient was much attached to his father and 
eulogized him. His mother was a very nervous woman and had 
hysterical attacks; she had threatened suicide a number of 
times. The patient was the eldest of seven siblings, five of whom 
were living. There was a good deal of ambivalence toward a 
brotho’ who died at the age of 9 of pneumonia. One sister had 
convulsions firequently. During his school days he had a very 
quick temper and was in many fights. Prior to enlistment he 
had various jobs and worked for one year for a firm that made 
woodwork products. 


This man was stn^gling with a severe and intense homo- 
sexual conflict, symbolized by his experiences overseas. He 
tended to be somewhat forgetful, and Imd difficulty with dates, 
particularly of recent events, but for the most part he was 
correctly oriented. 

The patient presented a pathetic figure; he just wanted to 
be alone, away firom everyone and everything. He had regressed 
to the level of a firighten^ and badly dependent child, needing 
his mother (wife) to take care of him. He had the dduaon that 
everyone was against him, which was a decided break with 
reality. He had no rationalization for his paranoia and it was 
not systematized nor related to any particular persons. Actually 
he became paralyzed when emergency actions should have been 
stimulated by dangers. He was afraid yet ahne^t killed one of 
his ownmenj His paralysis represented a conflict between homo- 
sexu^ submission apd a^;rmave reaction, neithw being victori- 
In reaction Jhome he retreated to a dependent position. 
His a^^esti^^S /wd^tC^^essed in visualization of death and 
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destruction, which represented the end results of his own internal 
reactive drives. He then feared that others knew about his 
hostile tendencies and watched him just as his own superego 
carefully guarded him against aggressive outbreaks. He recovered 
sufficiently to be discharged to civilian life but he <x>uld not be 
of further use in the service. 

Case 58: Severe paranoid reaction, and mobiliz/sd aggression after 
harrowing combat experiences. 

A 22 year old assistant engineer gunner completed seven 
missions overseas. On his last mission his plane was shot down 
over enemy-occupied territory, where he became an evadee. He 
eventually reached his base after many diflficulties and narrow 
escapes. During the time he hid away from the Gestapo, a 
young boy, 18 years old, who h 2 id no coimection with the under- 
ground or with the army, brought him food at his place of con- 
finement. This boy was, caught by the enemy and tortured in 
an effort to make him expose the patient’s whereabouts. Unable 
to endure the torture, the boy succumbed, after which the patient 
developed a tremendous degree of guilt. 

The patient had marked loss of weight, depression, guilty 
reaction and violent dreams in the hospital, but nevertheless 
stated that he felt fine and did not want to get out of the army. 
His greatest desire was to return to combat and be killed to atone 
for ids terrible crime of causing the foreign boy’s death. Almost 
every night he dreamed of this event and awakened with the 
feeling that the boy’s uncle was after him with a loi^ knife. 
This also ocxnijrred in fantasies while he was lying in bed, not 
asleep. He awakened with the feelit^ that the rmde was in the 
room and he often sesirched aroimd under beds and behind 
doors for him. He felt that people were looking at him as if he 
were a miurderer. The patient stated that he was entirely well 
and needed no treatment and therefore refused to take a pento- 
thal injection. There was nothing the matter with him that he 
could .not strsiighten out himself with time. Yet his paranoid 
projections were so strong that he fought with people who 
seemed to be accusing him of murder. He could not get along 
with any otho* men and wished to be left entirely alone. The 
men reminded him of German soldiers and he wished to hit 
them. Under the influeixce.of alcohol he attempted to escape 
from the hospital, as if fie wate escaping from the Gestapo. 
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The patient was the second of four siblings. One older 
brother was in the army and he had a younger brother about 
the age of the foreign boy. He stated that, when he first saw this 
boy, he thought that he was his younger brother. At home the 
patient had a poor relationship with his father, who treated him 
as a black sheep £md would accuse him imjustifiably of anyt hin g 
that was done in the family and punish him severely. The 
younger brother was the favorite of the family and toward him 
the patient always had some resentment. 

The patient was treated intensively for several months but 
all efforts failed to change his paranoid state. The tortured boy 
was his responsibility and he could not be shaken in his belief 
that he himself was responsible. No rational consideration of the 
boy as a soldier fighting for the commpn cause, just like himself, 
coi^d lighten his load of guilt. The boy probably represented 
the patient’s brother, against whom he had considerable resent- 
ment. His own superego representing his father’s attitude was 
unnaturally strict and was projected into the hallucinatory 
uncle who came to exact revenge. The patient’s severe experi- 
ences had produced a regression in his personality, so that the 
superego had been loosened from its internal position. It became 
largely external in the form of the uncle and others pointing the 
finger of accusation at him. The only solution was suicide in the 
form of return to combat. His return could not be permitted, 
since the patient was psychotic and needed much therapy. 

Case 59: Psychotic-like regression in a strongly overcompensctied, passive 
boy after severe emotional trauma. 

This patient was admitted to the hospital one evening and 
immediately requested a private room. He had a vacant look on 
his face and refused to face the medical ofiicer. He kept staring 
out of the window with a terrorized expression in his eyes. He 
told that he was an evadee firom enemy-occupied territory, the 
only man to escape firom his ship when it was shot down. When 
he reached home in the IMted States, he learned that his sister 
had aborted when she heard diat he was missing in action, and 
he felt guilty about the death of her child. He was heavily 
sedated with amytal. Food and medication taken by mouth, 
were quickly vomital. The geffieral medical officar believed that 
the patient w^ a fialt-blown schizophrenic, who was actively 
halluchiatriag the presmce of Nazi egents pursuing him. He 
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seemed to feel that the doctors, nurses and other patients were 
dangerous enemies, and he reacted with fear to their presence. 

For the first interview the patient came into the room stagger- 
ing imder the effects of drugs, which had also produced d izz iness 
and profound visual changes. He was permitted to smoke and 
sat on the chair with his head between his legs, staring at the 
floor in abstraction. Every once in a while he would shake his 
head vigorously, as if to remove some cobwebs. He would sud- 
denly rouse himself from his abstraction with a startled look of 
abject fear on his face. He was put on the couch and sufficient 
pentothal was given him to produce a deep sleep. As he roused 
himself two hours later, the therapist simply told him that he 
was back at home, in a safe place, and that the dangers were 
over. He then related that his ship blew up over enemy terri- 
tory, and that he went from house to house, always fearful that 
he would be captured. He wore a civilian disguise and carried 
maps and was liable to the death penalty in case he were caught. 
He told of being surrounded by Germans with machine guns. 
He went from town to town dressed as a peasant, making short 
stops and always riding on the train platform. At one point a 
native kept bothering him with questions, so that there was only 
one thing to do. He pushed him off the train. As he related this, 
he expressed great guilt, based on the feeling that maybe the 
naan was trying to help him, for the imderground asked him a 
lot of questions also. He told of a Gestapo agent, disguised as a 
b^;ar, who stated that the fliers who escaped would be hounded 
by the Nazis, who would catch them, no matter where they went. 
He told how he could not bear to look at a person in uniform 
because it reminded him of his experiences^ The only interpre- 
tations given were that he was now home in the United States, 
in a safe place. He was taken to the ward and sedatives were 
discontinued. 

That evening he was visited and showed a marked startle 
reaction on being touched. The next morning the therapist 
again visited' him and suggested he eat breakfast and went with 
him to the kitchen, Ihe therapist sat with him as he, ate a few 
mouthfuls of toast and drank his coffee. It was suggested that he 
shave and get a hair cut. He said he had no money, so he was 
given a dollar. ' 

The next day he was brought to the office. He looked mor^ 
wide awake and in contact wiffi reality, but he wquH frequemdy 
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lose himself in abstraction, returning with a sudden start and 
searching the room for signs of danger. Every effort was made 
to make him feel that the therapist was his friend. The doctor 
sat close to him, held his hand tmd asked him to talk. He stated 
that he had tried to keep up a brave front at home during fur- 
lough, because his mother was worried about him, but that he 
had not been able to hide his troubles. He asked whether he 
could go home before being sent to duty. A furlough was prom- 
ised, which he did not seem to believe. He said that, if he were 
transferred to some camp, he would have trouble all over again. 
He seemed shaken by some innar terror every few moments and 
his hands perspired profusely. His pupils were widely dilated 
and his whole expression was one of terror. 

He was asked to talk about his experiences. He tried to resist 
this, saying that he must forget. He was told there was only one 
way to forget and that was to talk it out first. He then told about 
his crew, so many of whom were married, and he sobbed when 
he said, “Why couldn’t it have been me instead of them? What 
are their wives going to do, all alone with babies? That poor guy 
in the ball turret, his wife just had a baby — I saw its picture. V^y 
couldn’t it have been me?” They went on their third mission 
and were hit by a rocket. They tried to get out of the radio com- 
partment but the door jammed. Then suddenly the ship exploded 
into himdreds of pieces. The patient was blown up. At first his 
parachute would not open and he had to tear the cover off. 
Then a Nazi fighter kq>t diving at him as if he were going to 
shoot him, apparently just playing cat and mouse. The patient 
screamed to him, but he kept it up. No one else in his ship got 
out. He should have seen the wives of his crew when he got back, 
but he couldn’t. 

It was felt that enough had been exposed and the patient 
again was reassured that we would get him well, that the danger 
and difficulties were ovct. He agre^ and undmtood the inter- 
pretation that part of His mind seemed to be living in France 
and part of his mind was here. He stated that, when he awak- 
ened, it seemed as if people were watching him and he got 
firightaicd. It took a long time until: he was sure where he wsis. 
It was obvious that this boy wais not schizophrenic but was 
suffering firom a sev»e anxiety state with a marked regression 
of his ^o. Which was incj^bie of differentiating present from 
resdity and ;0<middered the whole world a hostile place. 
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The next day the patient entered the office with a marked 
difference in his attitude and appearance. He was able to look 
at the examiner more frequently and steadily and to look out 
of the window; he did not smoke as much. He stated that he 
was up most of the night, doing a jigsaw puzzle with the nurse. 
He went to sleep about 5:30 a.m. He was stiU unable to retain 
his meals. He had asked several people around the ward if 
the therapist kept his promises, which referred to the promise 
that, after he got weU, he would be given a furlough to go 
home. 

The discussion about his last mission was reopened, which 
evoked some trembling and a few very short periods of abstrac- 
tion. He said he never was afraid of missions, in fact liked to go / 
on them. The crew was in the radio compartment after the ship 
was hit and no one was able to open the escape hatch. The 
patient tried to push open the door against the slip stream and 
got it half open, when the ship , exploded. When he landed, he 
tore off his parachute and ran for the woods. He saw some 
children in the field and he persuaded them to take him to their 
house. He then told of staying m the woods for a few days with- 
out anything to eat, gradually iriaking his way toward home, 
sometimes being accepted by the natives and helped, and at other 
times being rejected by them because they were too scared. The 
basic fear reaction to the topic was much less than the day before. 
He said he would like to go up in an airplane agzdn, any kind. 
The therapist suggested that they take a walk, so they went out 
on the beach and sat in the sun. He looked aroxmd, observed 
the boys in bathing suits and the birds, and said, “Gee, it’s 
pretty here.” He was taken to the Red Gross and shown where 
the various recreational rooms were located. The patient felt 
very tired physically, so he was brought back to his room, where 
he said he would like a cup of coffee. 

Because it was Gk)od Friday, the patient was given permis- 
sion to. call his mother. She promptly told him that his brother 
had been reported missing in action yesterday. In the afternoon 
he w^ found lying on his bed, Bible in hand, looking at his 
brother’s picture. The psychiatrist told him that he felt sorry 
but that after all he too had been missing and perhaps his brother 
would return as he had done. There seemed to be more reason 
than ever for him to get wdl. He wished he could go home to see 
his “mom” but not in the condition he was in. He then asked the 
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therapist to get him a sandwich. He was given a tray and he ate 
heartily for the first time. 

The next day he came into the interview smiling and clear- 
eyed, with upright posture. He said he had just been flirting with 
a girl on the beach. As he was forced into talking about the mis- 
sion and escape through enemy territory, he became tremulous 
and bowed his head and said he only wanted to forget. It was 
again pointed out that he couldn’t forget, that he was always 
partly living in the danger situation. He could only master this 
danger by remembering and learning that it was past. Poorly 
educated as this man was, he had good psychological imderstand- 
ing. He wondered where his brother was. When he looked at his 
hands, he could only think of the men he had killed. When he 
ate food, he could only think of the poor peasants he had met 
who didn’t have enough to eat. 

He began the next interview with a bright and shiny face, 
but again became depressed, abstracted and tremulous on dis- 
cussing war experiences. While escaping from the Germans, he 
had spied on Germans and noted airports and troop concentra- 
tions and even coxmted planes on fields. He was not afraid. 
Before reaching home in the United States, he 'got very drunk, 
but on arriving home he couldn’t .drink on account of mother. 
The family had made him feel thathewasresponsiblefor his sister’s 
miscarriage. His brother went into the AAF as a gunner because 
of the patient’s example. He couldn’t get the other boys out of 
mind — ^their wives and babies. He payed the therapist the dollar 
loaned him and admitted he felt fine except when thinking of 
his experiences. He was not afraid but reacted to the sense of 
guilt. The irrationality of his sense of guilt was stressed. 

The next day he was asked about a nurse’s note that stated 
he had awakened with a bad dream. He didn’t want to talk 
about it at |irst but then said he dreamed: *^My brother, who is 
missing in action, was captured* by the Germans, who beat 
him in an efibrt to make him talk, ^ but he reused.” The 
patient said, ‘^He would be like that but I don’t know why I 
dream that because they wouldn’t beat him.” The therapist 
said, think you mean in the dream that I am trying to make 
you talk and end^e the pain in these interviews.” He smiled 
and said, never thought of that.” Then he said, ^^What shall 
we talk about?” He was told that it was up to him— he could 
choose. ‘T’d like to talk about home,” he said with a smile. 'T 
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saw a niece of mine that I had never seen before and she was 
awfully cute, the little baby.” Then he stopped with an expres- 
sion of pain. He was told, “Now you are thinking about the 
miscarriage your sister had. Why do you still think that you are 
to blame. No one accused you of it.” He said, “If I coidd only 
see my sister, but she didn’t come home. She is with her husband 
in Oklahoma; he is waiting to be shipped overseas.” So it 
developed that the patient had not been accused by the sister; he 

had not even seen her. He said, “This beach reminds me of S 

I remember being in the moimtains looking on one side and 
seeing the darkness of one country and the lights of the other, 
with the cars going on the road. He said that he wasn’t afraid 
and told how he had, one night, walked right through a German 
czimp with soldiers every few feet and had never been accosted. 
He told of being taken into the home of a yoxmg married couple 
and how the wife treated him so kindly, like her child; hgw, in 
another place, he dug cabbages all day for the peasant who took 
him in, and in another place he talked English to a boy, 6 years 
old, who had been in England. The therapist pointed out to 
him the discrepancy that, while over there, where every person 
was a potential enemy, after his initial fears, he walked unafraid 
Eind even spied on the Germans, whereeis here in this country, 
where people are glad to see him and everything is safe, he felt 
frightened of everyone, thought people were spying on him and 
had a lat^e amount of guilt about his behavior. He understood 
and said, “I can’t imderstand it. I can’t understand why. It 
seems like I was walking in a trance over there; but I don’t feel 
afraid any more-^I feel much better. All last night I thought of 
what you said yesterday, how the feelit^ of guilt and fear 
were due to my own ways of thinking and not due to the real 
situation.” 

During the next interview the patient talked about his back- 
ground, how his father had owned a farm and was a part time 
brakeman on the railroad. He fell off the train and suffered a 
back injury which layed him up for three years. This may have 
had some cormection with the patient’s guilty reaction to throwing 
a curious Fraichman off the train. The fatha: died whai the 
patient was 11 years old and the family became impoverished. 
The mother sold the farm and moved to the outddrts of a city. 
She supported the nine children and refu^ to. send them to an 
orphan asylum. The father’^ fiavraite child was the, youpger 
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brother, now a prisoner of war. The patient worked while he 
went to school, helping support the mother, and left after the 
third year of high school to work as a helper in an electric 
furnace. He did well until just before leaving for the army. He 
was making $18 a day, most of which he gave to his mother, as 
he did his overseas pay. He told that there was a gang of boys 
at home, of which he was the leader. This gang would play 
gangster and army with pistols and shotguns, shooting up the 
neighboring houses. They didn’t smoke or drink or go out with 
women but were the tough boys of the town. 

He was asked, “You never were afraid, were you?” “Oh no,” 
he said, “I never was afraid. I have been shot a couple tim es,” 
and he showed knife wounds on his hand and over one eyebrow. 
He used to have fights, in which he would beat up the other kids 
severely. “I got quite a reputation in my town,” he said, “but 
I only did that when somebody provoked me.” He had a girl, 
18 years old, now in high school, with whom he had been going 
steady, but the difficulty was that there were religious differences. 

Slowly the patient changed as he began to feel safe and pro- 
tected and was forced to ventilate his experiences in simple inter- 
views without the aid of pentothal. He seemed to gather strength 
from the therapist. When he first came to the hospital everyone 
recognized him as a pathetic, frightened litde boy and the nurses 
mothered him a lot. As he became better, he changed into a 
tough, rough, inconsiderate person with adolescent cockiness. 
He broke every regulation at the hospital and in town and got 
into trouble with the police. He became his usual aggressive 
self as he got “well.” This self was incompatible with army 
service, .so that he was given a mediczil discharge. He was next 
heard of as having taken a job in the neighboring city. 


The dynamics of this pati^t’s conflict became quite dear 
This was a fundamentally passive-dependent boy, who had 
never had sufikteit gratification df his pai^ive nmis. With the 
early death of his father he was Jbroid into premature r^ponsi- 
bility. At the same time he devdoped a very marked over- 
compensation, becoming the tough boy of the town without ever 
experiencing the subjective sensations of fear or anxiety. He 
loved to fight, heil&ed’the boinbing i-aids and he wanted to go 
ba«i to oombs^iSuidfedy he was thrust into a dtuation where 
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he was overwhelmed by anxiety and his ego, never having 
developed any technique for dealing with anxiety, regressed. 
As an evadee he had considerable gratification of his dependence 
by the women who took care of him. His regression was mani- 
fested by the trancelike state in which he moved around among 
the enemy. This regression, with the ego’s interpretation that 
there was no discrimination between friend and foe, danger and 
safety, was obviously not an illness at that time, since the reality 
corresponded to this interpretation. When he returned home 
needing a great deal of gratification and was subdy accused of 
being responsible for his sister’s miscarriage, he met another 
trauma, which was actually rejection. It was then that his ego 
lost all its discriminatory powers and virtually became paralyzed. 

The treatment has been; (1) to gratify his dependent needs, 
that is, to nurse him along; (2) to substitute the therapist’s dis- 
criminatory powers for his own, and (3) to help him reestablish 
his compensatory reactions and bring him back to the state of 
the tough little boy. 

Case 60: Psychopathic personality, precipitated into a severely aggressive, 
homicidal state by the experiences of combat. 

A 25 year old engineer gimner of a B-24 completed twenty- 
five combat missions. His mother had had repeated “little” 
illnesses and was quite nervous. The father died, of a ruptured 
appendix, when he was 7 years of age. There were four married 
sisters in good health, and one brother, who was serving time 
in prison for armed robbery. The patient had been a sickly child. 
After the father’s death he and twn sisters were sent to an orphan- 
age, owing to the inability of the mother to take care of the entire 
family. While he was in the institution, his physical condition 
improved. However, the discipline was extremely strict, the 
patient often being beaten with a rope and generally made to 
feel very imhappy and bitter. The superintendent, who was 
later sent to prison for embezzlement, was very sadistic. The 
patient ran away firom the institution on numerous occasions 
and returned home, but was always sent back and punished for 
having run away. He completed only one year of high school 
and then went to work. During his adolescent years he suffered 
firom injuries, on four occzisions becoming unconscious, the 
longest fime being seven hours when he was hit on tl^e head with 
a baseball bat at the eige of 16. He and his brother got along very 



PSyCHOUC-LIKE STATES 


341 


poorly together. He stated that his brother was no good and 
was ^ways getting into trouble. On two occasions the brother 
attempted to kill the patient. The difficulty between them alwa^ 
arose as a result of the brother’s treatment of the mother and 
other women. The patient joined the CCG in order to escape 
from the orphan asylum. He spent one and a half years in this 
organization and was finally dishonorably discharged because 
of his inability to get along with authority. He subsequently had 
jobs in structural steel, making auto parts and as an auto 
mechanic. At the age of 15 the patient started going with a girl, 
whom he married three years ago. His statement in regard to 
this marriage was that he felt sorry for her, since they had had 
sexual relations and he was afraid that he had ruined her life. 
He was never happy in this marriage and, on several occasions, 
suggested that his wife start getting a divorce. The patient always 
preferred to be alone and was fearful of what might happen to 
him. He used to carry a blackjack as protection, particularly 
against his brother. He told of stealing cars on severi occasions, 
with other boys, for the fun of it, but was nearly sent to prison 
for this once. He indulged in masturbation between the ^es of 
13 and 16 but never since then. He recalled sexual relationships 
with another boy while in the orphanage, but overt homosexu- 
ality had not persisted. 

The patient had been in the army for twenty-seven months and 
trained as an engineer gmmer. He was in two crashes in the United 
States before going overseas. During his combat experiences he 
was very fearful from the first mission. Has missions were quite 
severe. He was in two crashes overseas. He recalled the twelfth 
mission, when they were shot at by a German battleship, as 
being “rugged” and described the shells as screaming like wild 
cats. On the seventeenth mission all four motors cut out at 
27,000 feet and the plane came down to 2,000 feet before the 
motors were started again-. On his twenty-third mission his 
plane was hit. He was knocked out of his turret, and Ms copilot, 
bombeirdiar navigator and radiconan woe all killed. 

He wanted to quit after the twelfth mfasion. He became very 
restless, and headaches, wMch had bothered him all his life, 
increased. He lost his appetite and complained of tension and of 
being fed up with everything. On admission, the above-named 
symptoms were still present He appeared depressed, tired, pMe 
and anxious, and stated that he felt very often as if he wanted to 
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kill someone or himself, that he could stand no more. His treat- 
ment during his stay in this hospital consisted of partial analysis, 
including the use of pentothal, and an attempt was made to show 
him the mechanism of the development of some of his difficulties. 
During his stay he was very cooperative and anxious to help 
himself and the therapist. 

The essential dynamics involved in this case largely revolved 
around the marked feelings of hostility in relation to his mother, 
his brother and all people representative of authority. Being 
fundamentally a dependent personality, the early experience of 
being sent away from his home to an environment of marked 
severity was largely responsible for the initiation of his feelings. 
Combat could not be said to have been responsible for 
present condition, except to the extent of having greatly 
mobilized his feelings, to the point where he felt unable to handle 
them. He developed severe tension, avoiding companionship 
because of the danger of overt hostility. 

This psychopathic personality vacillated between an aggres- 
sive hostility, overcompensated independence .and a passive 
drive, which was always frustrated. Tj^ vacillating equilibrium 
was intensified by the great increase of his passive needs, arising 
out of combat experience. The result was a dangerous character, 
who was likely to commit either suicide or homicide. It was 
necessary to discharge him from the service. 


The examples of psychotic-like reactions which we have pre- 
sented indicate gradations in the extent to which the ego breaks 
with reality. It at once becomes apparent that there is no essen- 
tial differmce between cj^ deagnated as neuroses and the 
psychoses. There is a quantitative difference — ^no more. Yet 
quantity may so change the clinical appearance that it seems 
as if a new quality has been added. The undorlying dynamic 
basis of the aggressive-hostile person may differ m no way from 
that demonstrated by another, yet the behavior of the latter may 
be quantitatively so at variance with reality that it assumes the 
proportions of a psychosis. Both psychoses and nearroses are 
regressive in that old infantile modes of thinking and behavior 
are re-established. The neurotic reaction is less regressive because 
part of the personality adopts a defensive ^measure against such 
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retreat, or deals with the regressive symptom once it has formed 
in an attempt to synthesize it into the total personality. 

The most severe psychotic-like reactions were observed over- 
seas, particularly in ground troops. Some ground echelons on 
frequently bombed airfields likewise showed these severe re- 
gressive reactions. They were variously mislabeled, from the 
malignant appellation of schizophrenia to the benign diagnosis 
of hysteria. They recovered rapidly on removal firom combat 
and with adequate psychiatric care. Unfortunately, many of 
them have been given shock treatment on the assumption that 
they were schizophrenics. This has a tragic homeopathic flavor: 
to treat a man who has regressed, because overpowerii^ hostile 
external stress has been too much for his ego, by giving hiTn 
another powerful (electric) shock! By the time the soldier 
reach^ these shores with or without therapy his break with 
reality has usually diminished, so that we then see only relatively 
mild disturbances. Loss of ego discrimination in toio^ severe 
states of dissociation and complete black-out of a perceptual 
system are rarely seen. 

The types of cases observed in this country are usually those 
with partial loss of the ego’s capacity to discriminate dangerous 
from safe reality, paranoid reactions and hostile-aggressive be- 
havior. Parti2il loss of reality-testing functions on the part of 
the ego is primarily due to a process of regression caused by the 
stress of combat. As we have seen in chapter 10, return to the 
infantile state of dependence carries with it the childish uncer- 
tainty and insecurity in relation to the whole external world. 
Viewed through the eyes of a child, the human and natural 
figures loom large and dangerous. This stimulates apprehension 
and an irritable preparedness against forces that may destroy 
the child. The secondary reaction is often a defensive a^essive- 
ness toward everyone. 

, However, there is- anotha: reasrai for the antidpation that 
danger lurks in every comer, and that is the ^o’s conditioning 
to long-continued experience with strange sounds and sights. 
There are no safe people or thin^ and so it continues to react 
violently to minor stimuli. Furthermore, the patient’s own 
hostilities, mobilized by combat, do not cease at once. They per- 
sist as internal dangeas, which the ego must continue to react 
against in the same pattern as external dangers. They are pro- 
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jected outward and treated as enquies. Such projected hostilities 
are responsible for the paranoid trends in so many men. The 
unconscious statement is: “It is not I who am hostile — it is they.” 
Secondary aggressive reactions and considerable anxiety are 
evoked. 

Psychopathic personalities, among whom we include a 
heterogeneous group of asocial individuals, are great problems 
because of their overtly expressed hostilities, alcoholism and 
aggressive behavior. When we look at their records, we usually 
find the following sequence of events. Before combat they showed 
the early s^ns of severe character abnormalities in civilian life 
and in training. In the latter period frequent company punish- 
ment, A.W.O.L., and often court-martials are written in their 
service records. Stockade punishment, loss of rank and pay 
losses had little deterrent effect. Overseas some of these enlisted 
men and a very few officers were aggressive, fighting and often 
heroic figures. Here at last their psychopathy was well adapted 
to their social milieu. Many of them received promotions, decora- 
tions and honors. But the return home is a sad sequel, because 
the aggressive behavior is no longer adaptive and trouble ensues. 
These psychopaths become worse after combat because they 
have had aggressions mobilized and approved of by extemed 
father figures, and, having coixuptible superegos, they have no 
automatic checks on their asocial behavior. Mzmy of these boys 
are destined to receive severe punishment, including discharge 
without honor, in spite of their services in combat. They realize 
this and beg to be discharged from the army while they stiU 
have rank and a clean record. Flying officers must usually be 
grounded, as they ceinnot avoid the temptation to fly low or 
to do acrobatics. 

It becomes apparent that the psychotic-like states are benign 
and due to a reaction to external stress or to forces stimulated 
by these stresses. There are few previous psychotic patterns and 
little biological basis for psychosis. Deeply rooted ancient 
traumata are less important in causing thepe psydiotic regres- 
sions than the current powerful forces of reality. 



CHAPTER 15 

P^chodynamics 


To UNDERSTAND the dynamic factors underlying war neuroses 
observed in this country among returnees, one must be familiar 
with their genesis overseas. But that is not enough; the effect 
of combat on soldiers who do not develop overt illn ess overseas 
must be known, because many soldiers become emotionally ill 
only after returning home, although they have been prepared for 
this turn of events by their experiences abroad and in combat. 
The combat veteran who succumbs for the first time at honfe, 
long after he has left the dangerous atmosphere of combat, is 
also sufiering firom the dfects of war. 

Returnees who have been sent to our hospital may be grouped 
into several categories, all showing the same clinical syndromes 
in varying degrees of severity: 

1. Those whose regressive reactions originated overseas, 
but who are now imdergoing a successful and spontaneous proc- 
ess of “unwinding,” “uncoiling,” “cooling off” or “decom- 
pression.” 

2. Those with neuroses which originated overseas, but which 
persist with unabated severity, sometimes becoming progressively 
worse, 

3. Those who develop new conflicts, due to failure in adapta- 
tion to the home environment, because their personailities have 
been altared by overseas experiences. 

4. Those who show a recrudescence of previous anxiety 
states, or who devfelc^ them for the first time owing to appre- 
hension concaming new duty assignment or fear of their 
future. 
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Our statistics show that only a few of our officer and enlisted 
patients zire casualties who have been sent home by Medical 
Disposition Boards. Their number does not correlate well with 
the firequency of the diagnosis of “operational fatigue” or “anxi- 
ety states” made overseas, necessitating return of the patient to 
the United States. Many of these patients are not referred to 
the hospital from ports of debarkation. Probably most of them 
have been re-evaluated and returned to flying, limited to the 
United States. 

How does it happen that these individuals, who were very 
ill overseas with severe anxiety states, psychosomatic conditions 
or conversion symptoms, are able to re-establish behavior suflS- 
ciently normal to pass the rigid medical examination for flying? 
Maling ering is not in question, since objective as well as sub- 
jective symptoms were always present overseas or these patients 
would not have been sent home. It is this type of case that has, 
given some confirmation to the idea that war reactions are not 
true neuroses. Gioldstein (22) has been the most outspoken of 
those who contend that, although the symptoms due to war 
events have many characteristics of reactions to be observed in 
neurotics, they are not neuroses, since permanent personality 
changes do not usually develop, no fixation of symptoms takes 
place and complete recovery is the rule. According to Goldstein, 
catastrophic conditions evoke tmeconomical reactions of anxiety 
in the organism because of the extent of the external threat, 
failure to cope with it and the breakdown of the “capacity of 
abstraction.”- This breakdown only persists or recurs when 
insecurity continues or danger threatens again. 

Certainly return to a safe and secure environment at home 
oftai effects dramatic cures, which can only be attributed to the 
cessation of dangerous external stimuli, cind these otherwise 
healthy soldiers are not likely to experience similar catastrophic 
stress at any time in their future lives. However, if Groimd or Air 
Forces persoimel are returned to combat duty after a relatively 
rapid recovery firom severe psychological reactions, relapses are 
the rule. Men who have become psychiatric casualties overseas 
are less severely ill and show a higher rate of recovery in the 
United States than those whose psychiatric symptoms became 
disturbing or obvious to them after their return home. Theft- 
stay in the hospital undar treatrnent is shorter and they, present 
fewer signs of illness (cf. group 1). Incapacitating anxiety releasai 
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them from combat earlier than those who finished their tours 
of duty, hence the stress that they endured was less and their 
early breakdowns protected them against later, more devastating 
regressions. 

Other soldiers, sent home because of illness, suffer from 
severe symptoms of anxiety, based on or attached to inner 
difficulties that are not uncovered while they were still overseas 
(cf. group 2). There, the entire interest of soldiers and psy- 
chiatrists is centered on the traumatic effects of combat. It is 
difficult to focus attention on the personal meaning of terrifying, 
ubiquitous battle stimuli, when the reality is so overpowering 
and produces anxiety in everyone. In fact, even old neurotic 
anxieties are satisfactorily rationalized and blamed on the war 
situation. The clinical picture is often dramatic and related to 
specific settings of combat and to particularly harrowing experi- 
ences. Reactions are monotonously stereotyped, colored more 
by the impersonal aspects of the external stimuli than by the 
individual psychological pattern of the soldier’s inner life. This 
fact is illustrated by the case histories of patients observed and 
treated overseas and again in this country by the same psy- 
chiatrist; only the latter observations reveal the personalized 
reactions to combat (cf. chapter 8). In other patients, anxieties 
spread and become interntilized, to involve and disrupt more 
and more of the personality. Untreated, the emotional disturb- 
ances seem to remain permanent or even to become decidedly 
worse. Anxiety has the capacity of initiating a vicious circle, 
which perpetuates itself, increasing the severity of the resulting 
neurosis (cf. chapter 6). 

The contrast between the first group of temporary neurotic 
reactions and the second group of severe and often progr^ve 
neuroses brings us to the difficult but unavoidable discussion of 
what we really mean by war neuroses. Are they temporary 
reactions to catastrophic ev«ats, are they something dififaent 
from psychonfeuroses and do they justify a special nosolc^cal 
designation? Our coiicem for a clearar d^autitm is by no means 
academic, because on it are based the principles which guide 
medical offices in tiieir treatment and disposition of those 
neryOus states. AH gradations of opinion have been met, firom 
the reaCtioriaity' dttitude that anyone who cracks in battle is a 
‘*weak Sist^,5^^^^Syi^hneurotic,'to the equaUy exclusive point of 
vfe# that n^jitfe^'^ecijatated. by battle are “caused” by war. 
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One’s first clinical impressions in a zone of combat are that 
there are basic differences between war neuroses Eind psycho- 
neuroses, but these early conclusions are dispelled when the same 
or similar patients are studied after relief from battle or return 
to the United States. Basically the war neuroses show the same 
characteristics as other neuroses and the same imperceptible 
gradations into psychotic states, since they represent more or less 
successful defenses against dissolution of the ego characteristic 
of a psychosis. The patients show the well known phenomena 
of regression, repression, isolation and dissociation. They deal 
with their regressive tendencies by the typical mechanisms of pro- 
jection, introjection and displacement, turning into the opposites, 
inhibition, overcompensation and sublimation. Sick or well, 
every combat soldier reacts to the stresses of the harsh realities of 
war according to how his previous psychological patterns have 
prepared him, and he reacts only to the proper quantities of 
specific s timuli to which he is sensitized (10). In other words, in 
our opinion, the neuroses of war are p^choneuroses. 

Yet there are some quantitative features common to most 
war neuroses that give them, as a group, an apparent distinction 
from all other neuroses. Overseas the fears of battle predominate 
as the striking, overwhelming emotion. For patients and psy- 
chiatrists, all anxieties, zdl insecurities, paile into nothing com- 
pared with the fiery red of the external dangers. All anxieties 
are rationalized on the basis of the real situation because, as the 
ego’s span constricts, its capacity for discrimination between 
various dangers and recognition of their source decreases. Fur- 
thermore, the stress is so tremendous that no internal emergency 
response can cope with most situations. No coimtermeasures can 
destroy the external hostile forces, which in themselves prevent 
expression of the irmer forces. The result is that the ego is 
beset by hostilities and aggressive reactions from without and 
within, and is thereby threatened with dissolution. Its self- 
preservative drives can only adopt difiuse and uneconomical 
secondary defenses to avoid the dissolution of a psychosis. For 
this reason, dissociations, isolations, amnesias and partial nega- 
tions of the extemail world are adopted. But this failure of aefion 
is only temporary — ^there is a cushion of resiliency in those who 
promptly recover, and they are many. Those who continue to be 
iU, later perceive their experiences as significant in. the light of 
interpretation, in the personal meaning for which they are pre- 
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pared. Thus, after the initial blow, the reaction is interndi^d and 
repetitive according to the previous patterns of the personcdity. 

Chronic neuroses suffered since the last war by patients ob- 
served in veterans’ facilities (34), and the long-standing traumatic 
neuroses of civilian life, also demonstrate certain clmical phe- 
nomena which give them the appearance of bdng a special type 
or entity. As we have previously noted (26), the chronicity of 
these disturbances is not entirely due to neglect or failure of 
early treatment but is based on certain dynamic factors arising 
from an interaction of a particularly predisposed personality 
and special types of stress. Within a few days afta: the onset of 
their neuroses, these patients develop symptoms which are firmly 
stabilized. An explanation caimot be given which applies to 
all these patients, yet certain common features are observable. 
Their precombat personalities tend to be of the compulsive 
type, with much reaction formation and stubborn, rigid charac- 
ter. Many are psychologically incapable of dealing with even 
moderate quantities of hostility by any other method than 
repression. Yet they seem to be stimulated by ectemal str^s to 
develop great quantities of aggression, which they cannot toler- 
ate in consciousness. Acting on this type of personality, as in 
prisoners of war, a stress which mobilizes great aggression but 
hinders its expression, or a stress which occurs so suddenly that 
the experience does not reach a consdous levd of verbalization, 
predisposes to the devdopmoat of an intractable war neurons. 
The stimulated response is inhibited from attainii^ more than 
internal sympathetic activity; no external expression in words 
or appropriate behavior can occur. Thus the inhibited action 
syndrome of Kardiner (34) results. Such patients devdop fixed 
secondary physiological responses and probably morphological 
changes in the tissues eventually. They suffer firom repeated 
battle dreams, which are true e^rts at mastering the trau m a 
through action in fantasy, toid to withdraw from social ccmtacts 
and show a h%h degree of continuous irritability. Under 
pentothal the rdease of some, of thek egressions often shakes 
th<»!m into vkrlmt symbolic gpestures or even convulsive spasms, 
but tr^tment is frequently unsuccrasful. 

■ Many psychiatrists insist on the term “traumatic 

neurosis^” inicating the identity cff war neuroses with a type of 
disturbance sem m dvihan Me as a result of accidents, especidly 
fn industry. But there are several differences. The. dvilian 
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traumatic neuroses usually occur as a result of a single violent 
stimulus, the latent period is short, some sort of physical injury 
is usually concomitant, the secondary gain is huge and socially 
acceptable, and ego-ideals are hardly ever in conflict with the 
illness. War neuroses are rarely the result of a single experience 
but are usually the result of many factors, including monoto- 
nously repetitive dangerous stimuli, difficult physical activity, 
intolerable external environmental conditions, and protracted 
and repeated evidences of desertion by aU supporting and 
friendly human figures and of violent disruption of close 
personal ties with dead and wounded comrades. There is a long 
latent period before the soldier succumbs, physical injmy is 
usually absent and the ego disruption is tremendous, often lead- 
ing to severe regression and long-persisting disorientation. The 
illness is the stimulus for a new and serious conflict with the ego- 
ideal, increasing anxiety, so that removal from combat may 
become more secondary loss than gain (49). The anxiety associ- 
ated with the illness is then less tolerable than the fear of battle. 
Finally, war neuroses develop after the protective factors, such 
as morale and the “widened ego spans,” the so-called “military 
egos” of men in closely knit groups, have collapsed (56). 

Are those who do not promptly recover on return to safety, 
or who become worse, truly suffering from war-induced nexnroses, 
or are they psychoneurotics who have always been psychologi- 
cally weak? In the last war 65 per cent of the psychiatric casualties 
were shown to have had previous neurt»^ but 45 per cent of 
those unaffected had similar histories — only a 20 per cent differ- 
ence (40). In this war, Canadian psychiatrists reaffirm the con- 
cept that neuroses oi wair aae predpitated in men with preceding 
j>ersonality difficulti® and malacyusimentSj whereas the suc- 
cessful combat soldier has had a rdatively normal past life. 
Henderson and Moore (31) silso state that 'war neuroses as seen 
overseas are “made in America.” 30 pa: cent of their patiente 
had previous head iiyuries with imconsdousncss lasting fifteen 
minu tes or longer, 35 per cent had previous sudden and over- 
whelming psychic traumata in civilian life, 65 per cent wiere 
previous nail biters and 15 per cent had been enuretic. The 
typical family badsground consisted of a sadistic, alcoholic 
fatho: and a na:vo^, oversolidtous moth^. The reado: is re- 
ferred to chapter 9 for >a cornP^^^ oin. invn stattist^^ 
which do not cemfirm these: findings. . w 
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Raines and Kolb (50) in their excellent analysis of combat 
fatigue and war neurosis in naval men make the following 
statement. 

“For our proposes, then, we have established four arbitrary 
criteria for the diagnosis of ‘war neurosis’ or ‘combat fatigue’: 

1. A stable personaility prior to appearance of the traumatic- 
ally determined emotional ^turbance. — ^There should be no ob- 
jective evidence of maladjustment in childhood or adolescence. 

2. A combat experience of sufficient intensity to render it 
feasible as a precipitating agent. — ^The mere threat of combat is 
not enough to produce neurotic symptoms in men other than 
those specifically predisposed, i.e., the psychoneurotics. 

3. Objective evidence of subjective anxiety. — ^The patient 
suffering with war neurosis does not discuss his combat experi- 
ence with equanimity. 

4. Recoverability. — It is our belief that all true ‘war neu- 
roses’ will recover in a comparatively short period of time with 
even relatively supadicial therapy. When symptoms persist in 
disabling degree beyond, two months imder treatment, either 
the treatment is not adequate, or the psychoneurosis is not simply 
‘combat fatigue’ and has its roots in a deep-seated emotionjil 
conflict which long emtedated the traumatic experience.” 

T^hese authors insist on four criteria for the ffiagnosis of war 
neurosis: combat dreams, startle reaction, subtle personality 
changes and an irrational sense of guilt. They believe that the 
psychological mechanism associated with the traumatic neurc«es 
of war are found in all men. It determines the extent of the 
reaction but not its content. 

Braceland and Rome (6), also dealing with navy personnel, 
indicate that there are four gradations of response in which the 
psychosomatic reaction to combat may be pictured: simple 
fatigue and fear states, combat fatigue, psychoneurotic reaction 
types and psychotic reaction types. The first pategory is an early 
stage of reaction in whidi tbare is a preponderance of somatic 
reactions. Ckapbat. fai^etis a furfhrf stage in the neurotic 
evolution tmd fa :chara!Cte^ized heigifaeaed irritability (in- 
cluding stardte reactieut and tenjors)> ovexactirity of the 
sympathetic nervous; steals, «fetigue, personality changes and 
reooverajtilit^t. '^the qategories of psychoneurotic and psychotic 
reactiefi^ - are e3q>eriences but are essentially 
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On the other hand, Hastings, Wright and Glueck (29) report 
that fliers who failed psychologically under minimal stress did 
not have any particular neurotic predisposition, although they 
were not highly motivated for combat. Studies of 150 men who 
successfully finished their tours of combat duty revealed that 
half the men came from families showing considerable degrees 
of emotional instability, and approximately 50 per cent of the 
men themselves had a previous life pattern of emotional insta- 
bility. For these men, their war experiences were simply not the 
adequate stimuli for neurosis overseas. About half the men were 
extroverts; the others were introverts or rigid personalities. 
There was no correlation between the severity of their experi- 
ences and the intensity of their symptoms. 

These quotations from the literature are sufficient to give the 
reader the general trend of the current controversial opinions. 
We believe that the opposing concepts of strong predisposition 
or lack of predisposition indicate restricted points of view, be- 
cause they are based on an “either /or” outlook, which has been 
abandon^ in every field of medicine, including psychiatry. 
Since before the days of Osier, who used the analogy of the 
“seed and the soil,” disease has been considered as a product of 
activators or stimuli influencing an organism prepared to 
respond to them. Whether it be the tubercle bacillus or the 
psychological stress of battle, these stimuli, in varying quantity, 
can only affect organs or persons susceptible to them at the 
moment. The reaction to an overwhelming dose of tubercle 
bacilli or to only a few, or the reaction to a violent harrowing com- 
bat mission or to only a near crack-up, depends on the prepared- 
n^ of the stimulated individual to respond at the specific 
threshold level. We have often repeated that anyone, no matter 
how strong he may be, may succurhb to a war neurosis if the 
stress reaches his threshold. In chapter 4, we have described 
persons succumbing to minor, less than average, stress; in chap- 
ter 5, we have described those who were affected only by severe 
stress. The resulting clinical symptoms were identical, with some 
variations in degree independent of the stress. It seemed overseas 
as if the content of the neurotic reaction was nearly always the 
same — ^free anxiety predominating, guilt and depresaon in the 
background. Overseas, we also considered the identity of content 
as an indication of the domination of stress to be the most impor- 
tant factor in the production, of war neuroses. But when we 
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studied the same and similar patients after their return to this 
coimtry, we then realized for the first time that the real content 
of the neurosis was as individual as the person and his entire 
life background. 

We shall now examine the four criteria for the diagnosis of 
war neurosis set up by Raines and Kolb. The criteria of a 
“stable personality” and absence of previous neuroses prior to 
the emotional disturbance are used for the differentiation be- 
tween war neuroses and psychoneuroses. This revives the ghost 
of normality, a myth which we thought had long been buried. 
Stability and instability, indicating neiurotic tendencies, are not 
innate or acquired quantities applicable to the possessor’s every 
reaction. Stability is a dynamic momentary characteristic 
dependent on a specific manner in which an individual over- 
comes specific obstacles to accomplish certain goals. Neuroses 
are representative of specific failures of adaptation and are 
usually well circumscribed. Even psychotic reactions do not 
always permeate the entire personality. Stability is variable in 
each person’s life, firom time to time, depending on the quality 
and quantity of stress and fiustrations. 

“Combat experiences of sufficient intensity” cannot be 
measured or averaged because they are not objective, even 
though they seem so real at the moment. What is traumatic to 
one may be innocuous to another. One flier may crack up after 
the death of his buddy and yet be xmafraid of enemy planes, 
while with another the revorse may be the case. The personal 
meaning of stress is ultimately more important than its super- 
ficial appearance and cannot be judged by a medical officer, 
unless he imcovers this meaning by careful individual studies. 
In chapter 3, we have indicated how good motivation, training 
and morale jJl combine to help to keep a man fighting. Powerful 
group morale may keep an anxiety-ridden person strong and 
brave, low morale may undermine a brave and stable person 
so that he becomes a psychiatric casualty, indicating that 
nexirotic reactions are dependent on other factors in addition to 
stability and stress. 

“Objective evidences of subjective anxiety” in the form of 
insoninia, restiessness, startle reaction and rigns of sympathetic 
overactivity are usually present, but many phobic defenses are 
so successftd in istiatmg anxiety that both its subjective and 
its objective maffife^ations may be absent when the flier is 
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away from his plane. But even then he is suffering from a war 
neurosis. 

In order to make a differential diagnosis between two condi- 
tions, whose limitations and ramifications have not yet been 
universally accepted, one cannot use “recoverability” as a 
vedid criterion. Certainly the short time of two months for 
recovery tmder treatment cannot be utilized as a differentiating 
factor, especially when it is linked to the term “adequacy.” 
The nonspedficity of psychotherapy and the divergent abilities 
of therapists are so great that the effects of treatment carmot 
be a test of a diagnosis. 

Our experiences force us to conclude that war neuroses are 
reactions of persons ripe to respond in an individual manner 
to a particularly meaningful stress. This way of reacting is dis- 
covered, not near the battlefield, but in. a safe and secure hos- 
pital in this country (cf. cases 17, 18, 19). Returnees may have 
persistent symptoms or may develop difficulties for the first time, 
yet are no different from those ill for the first time in a combat 
zone. To recapitulate: every war neurosis is a psychoneurosis, 
since the old unsolved conflicts of the past are stimulated by 
stress to assist in the production of a neurotic reaction and in its 
persistence, once it is formed. 

Attempts have been made to differentiate war neuroses from 
psychoneuroses on the basis of the source of the instinctual trend 
Virhich is in conflict with, reality or other internal forces. It was 
suggested that psychoneuroses are due to conflicts involving the 
sexual instincis and that war neuroses involve man’s aggressive 
instincts, dimcal evidence does not support this differentiation. 
Libidinal interests return to their early ^als and undergo dis- 
placements just as do othw personality functians in the process 
of regression. The early integriation of a man into the army* 
group, before combat, affects his love relationships because 
individual sexual tendencies are mtagonistic to the group. 
The cohesive group requires inhibited or displaced tendar feel- 
ingps; the individu^ is forced to regress to an adolescent state, 
in which homosexual firiendships and “buddy” relationships 
are temporarily substituted for adult hetoosexuality. As regres- 
sion, wMch is normal and inevitable in the formatkm qlmifitary 
groups, occurs, even earliar stages of direction of drives rea|^>ear. 
Food, love and attention are sought as a child se^cshes- Jor ortd 
gratification. The’ scddier is always hungry and he ofteh espfeesses 
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his pleasure or displeasure in gastrointestinal language. If the 
process of incorporation into the group is successful, the soldier’s 
energy is to a considerable extent displaced from his own ego 
to his brothers-in-arms, his leaders and the group itself. The 
individual is less concerned about himself and develops more 
altruism (20). In substitution for self love, he gams the affection 
and support of his group and his leaders, as well as the gratifica- 
tion of serving an ego-ideal which produces the warm glow of 
self esteem (19). 

In the presence of external danger or because of a breakdown 
in the group unity, the soldier’s interest may return to his own 
ego, especially when it is wounded by the psychological experi- 
ences of battie. Then self love, self interest and preoccupation 
with self preservation initiate the development of anxiety, which 
may be so overwhelming that the soldier becomes a psychiatric 
casualty. This is especially likely to happen if his experiences 
have been responsible for considerable ego regression and if his 
individual ego-ideal is not strong enough to substitute for the 
lost military superego. As if this were not enough, when his 
regression, which determines a new and more infantile organiza- 
tion of his drives, incites needs which cannot be satisfied, another 
painful neurotic conflict ensues. 

From this discussion it becomes dear that the sexual drives 
whose energy we term “libido,” in the broadest sense of the 
word, are as significantly involved in the production of war 
neuroses as in that of any psychoneinxisis. Our experiences with 
war neuroses overseas and in this country have demonstrated that 
both aggressive and libidinal drives are involved in the con- 
flicts, regressions, anxieties and symptoms produced by the 
action of stress on the human personality. 

The majority of omr patients in this country r^ognize thdr 
illness or it is detected by rnedical officers fcff the first time after 
dreir overseas furloughs tw^^Ster return to duty (ef. group 3) . Some 
of these mar no;, longer sit^|»ess' ffiiefr sjunptesnsi since their 
purpose of completing 3 imr- Xif duty xetuming hcane has 
been achieyedJ Howeverj 'm®st .<rf*'f^^ muroses are due to 
frrilufes of adaptation by pOTsdualhi® altered by ccanbat experi- 
ences, reactmgftominor frustrations: and cfifficulties at home and 
separation frosa dteir groups. The development of nervous symp- 
toms ifrmtk^t>adop<Mrnem:imd asngnments in the United 
attddibe toeuroBes; originating from difficult 
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redomestication, illustrate the presence of a lasting alteration of 
the soldiers’ personalities. Exposure of the underlying emotional 
trends by appropriate methods reveals quantities of abnormali- 
ties that cannot be considered as passing reactions to external 
stress. Persistent symptoms originating in combat indicate pro- 
longation of anxiety, but the newly developed disturbances are 
based on new conflicts originating on return to this country. In 
the former group, persistence of the neurosis indicates lack of 
adequate therapy, marked paralysis of ego functions with re- 
gressive tendencies due to overwhelming anxieties, continued 
insecurity, or the mobilization of a serious personal conflict 
previously well repressed. It may also be due to tenacious hold 
on the benefits of the illness — ^the secondary gain. The newly 
developed disturbances signify the failure of adaptation to a 
normal environment, to new problems creating insecurity, or 
to a return to an old conflictual family situation by a personality 
altered by combat experiences. 

The single general diagnosis of “operational fatigue,” ap- 
plied to war neurosis, does not indicate the nmnerous types of 
psychological reactions precipitated overseas or in returnees 
included in this category. Such vagueness has its advantages, 
because, when diagnoses derived from our current classification 
of civilian neuroses are applied, they lead to considerable con- 
fusion and misunderstanding affecting both therapy and progno- 
sis. This has been most evident when such terms as “hysteria” 
are used for severe states of regression with amnesia, or when 
“schizophrenia” is applied to the conditions of personality 
dissociation. Certainly the terms “neurasthenia” or “psychas- 
thenia” are uninformative. We have foiind it wisest to indicate 
the symptoms of the neurotic' reactions rather than to label 
them specifically as special syndromes, maint aining more interest 
in their dynamic basis than their label. Almost all neuroses, 
overseas or at home, manifest themsdves by identical objective 
signs and only slightly variable subjective symptoms. Therefore 
classification is only possible according to dynamic factors. 
Among returnees, we have discerned several overlapping trends, 
which we use as rough differentiations according to which is 
most outstanding, recognizing that all are usually present to 
some degree in every case. They are the passive-dependent, 
psychosomatic, guilty-depressive, hostile-aggressive and psy- 
chotic-like reactions. They are all manifestations of n^essive 
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psychological processes in that the personality has abandoned 
whatever maturity it had attained and retreated to previously 
gratifying stages of adolescent or infantile reactions. 

In order to understand these regressive processes^ the reader 
should again refer to chapter 2, in which the combat personality 
is delineated. The initial process of integration within the group 
consists in abandonment of much of the mature individuality 
of the civilian in order to become a part of a well organized 
military team (1 9) . It means the substitution of a superego based on 
military standards and goals for an individualized superego. This 
regressive process is not all a loss to the individual because, 
aside from the gain to the army, the soldier himself obtains a 
gratification of his dependent needs from a strong father- 
leader, and he acquires the strength of his group and has an 
acceptable goal for his hostilities (56). 

On this personality the stress of combat acts by increasing the 
regressive processes. Since there is no escape in reality from the 
hostility of the enemy and the authoritative pressure of his 
officers, when combat threatens even the strength of the group, 
the soldier has recourse to magical thoughts and gestures, reh- 
gion and fantasy and to hope for the future based on memory of 
a better past. His imier psychological life is a retreat in fantasy to 
the safe and secure childhood past. 

Some of these youngsters suffer from what we have called the 
^ndrome of ego depletion. They have given, in independent and 
aggressive behavior, far beyond their capacities without re- 
plenishment through love and affection by anyone in the hostile 
world around them or even their own ego-ideals. They have over- 
drawn on their banks of psychic energy and are in a state of 
psychological bankruptcy. Tins also creates a tendency for the 
ego to break with dangerous reality and retire to fantasy, or to 
psychoses if predisposed by deep feations to infantile stages of 
development. In this siate^ they attempt to rebuild a reservoir 
of ego strength through accaetion and replenishment from others. 
In so doing, they resemble children, in a ^age of development 
when such an overwhehning intaking process is normal for 
thefr chronological ages. They want everything — ^love and 
attention. OBut they themselves love only those who give, and 
tm*n with rage on those who deprive. This marks the beginning 
or increase of a ehildfeh suEen attitude toward officers and all 
figures of '^ndxorhyi j 
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These regressions are masked as long as the soldier is in com- 
bat and a part of a group. But support for endurance of the cruel 
retdity of war by fantasies of the future is possible only in the 
absence of reality testing. Since these fantasies are concerned 
with the complete dependence remembered from past childhood 
and are not expected to be gratified until return home, they 
enter into no conflict with reality overseas. But when confronted 
with insufficient satisfactions at home, they are destined to 
involve the soldier in new frustrations and conflicts and to cause 
severe anxieties. 

The psychiatric, casualty, whose personal threshold of anxiety 
has been reached and whose ego has been weakened to the point 
of incapacity, precipitates out of his group. The soldier who has 
successfully completed his tour of combat duty and is sent home 
for a rest from battle is likewise separated from his strong and 
supporting group, his leader and his brothers-in-arms. Anxieties, 
which he had suppressed for the sake of finishing his tour of 
duty and returning home, now appear on the surface with full 
intensity. Regressive processes become unmasked and make 
themselves felt as powerful needs which are diflficult to satisfy. 

The returnee is again an individual but he is like a “lost 
person.” Like a bewildered child in search of a group, he at- 
tempts to re-establish his position in the family as the adolescent 
that he was when he went off to war. But his family cannot 
receive him in that capacity. Furthermore, nowhere at home or 
in the army in the United States can he find a cohesive group as 
strong as that whidi he left, or the same type of leadership. His 
military exploits, as evidenced by his decoratkxns. Stamp him as 
a man and oftm a hero. Instead of retummg to the passive- 
dependent gratification that the family has given him in the 
past, and this without the price of risking his life at every turn, 
his family put ujron him more responsibilities, in fact a greater 
burden than he had to endure before he left home. As a result, 
he develops anxiety and irritability, which produce the clinical 
symptoms of an anxiety state identical with , that of the war 
neuroses that occur oversetis. He has no protection from the 
dang^ous environment because all stimuli impinging uiion him 
as an individual are treated as dangerous. The patient behaves 
like a child with a phobia, in that his own hostilities, are pro- 
jected to dae outside world and frighten him irt the fegmse of 
catastrophic dreams and Various illusions. He may feaiet to 
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by withdrawal into a neurotic state of fatigue and excessive 
lethargy. He may react with a state of ^ertness or apprehension, 
producing irritability, aggressiveness, insomnia and dreams of 
catastrophic happenings. 

He keeps in frequent correspondence with members of his old 
group, searching for them at every base, and has contempt for 
anyone who does not wear the ribbons indicative of overseas 
duty. In groups of other returnees, he resumes a semblance of his 
carefree, strong and aggressive spirit, often violating rules and 
regulations with indifference, but as an individual he is a weak 
and passive child. He is easily led by psychopathic characters as 
well as by any others. 

Since the dependence caused by regression cannot be grati- 
fied, the resultant finstrations produce conflict between the 
patient’s needs and reahty. The result is a neurosis, dominated 
by depression due to the feeling of not being loved and by 
aggressiveness as a reaction to the depriving environment. This 
creates new anxiety, because of fear of retaliation, and further 
augments regression. In addition, the childlike position of the 
regressed person makes him feel more anxious and uncertain 
concaming the world, and he reacts with apprehension to the 
mildest stimuli. The process once started initiates a vicious 
circle. 

But not aU patients expose their regression so clearly in this 
pjissive weeping and depressed state. Many show evidences that 
parts of their egos refuse to accept this tendency, resulting in 
intrapsychic conflicts. Psychosomatic disorders may be the only 
means by which regressive tendencies are permitted expression. 
Others take flight into marriage or alcoholism; some turn their 
needs around and become solicitous over parents and family. 
A few react to their needs by overcompensating aggressiveness, 
even volunteering to return overseas. By‘ these means, ^anxiety 
b avoitied and their needs -are refare®^ tar satisfied only by 
displacement. Only tttdra* ma^ of the inn^ 

trends be ejqxMedidritlbcvfltja.fi^ . 

The •te^'te^dreiESbhs ‘d^*end pn lire d^ee to which the 
soldier’s weakerwsiie^, si^pof^ jaeviously by the group and 
an exti3rnalr|atli^'fi^frpi-t?m, "function alone at the behest of hb 
owu i^o-fide^ re-tttablbhed with difficulty and he 

feehavi^ : reach^ ^age erf maturity when 

such iitfes& intdnalized. He b ambivalent to all. 
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His wounded ego searches for surcease; each deprivation creates 
further hostility. The army and officers come to represent the 
hated father standing as an obstacle in the way of his goal of 
obtaining mother unshared with anyone. There are no resources 
within himself — ^all affection must come from without. 

The degree of regression to a state of passive dependence is 
related to the individual’s psychological organization as weU as 
the quantity of stress he has endured. How much is an individual 
fixed in a dependent attitude by deprivation or spoiling in 
childhood or as a secondary solution to a conflict involving 
hostility? In these people, regression and breaking down of dis- 
placement and compensations is easier and regression is more 
extensive. This can never be determined by fragments of past 
history, such as enuresis or nail biting, alone, but only by know- 
ing the longitudinal pattern of behavior. The degree of regression 
depends to a great extent on the previous adjustment of the 
individual, on the quantity of immaturity coexisting in adult 
life and the severity of the trauma that he experiences in combat, 
on the disturbance created by separation from the group tmd on 
the gratification or frustration that he finds in life ^ter this 
separation. 

An almost universal reaction of returned combat personnel is 
guilt and depression in varying degrees. Normally this passes 
away in a relatively short time but the pathological quantities 
are represented in illness, frequently necessitating hospitaliza- 
tion. The dynamic factors involved in the several types of de- 
pression in men who have completed their combat duty include 
unconsdous hostility to a lost comrade, identification with a dead 
buddy, inability to resubstitute a civilian for die strict military 
super^o and reaction to firustrated dependent needs, which we 
have previously described. 

Many of our patients, returned home from combat, show evi- 
dences of depression related to the death of some close com- 
panion, firiend or crewmate. They blame themselves for some act 
of commission or omission which they hold responsible for the 
misfortune. In most of these cases, it is easily discovered that the 
loved comrade was also the object of negative feelings, which 
were suppressed or repressed. After the loss, the patient’s con- 
science, interpreting the unconscious negative feelings as death 
wishes responsible for the tragedy, institutes a punishing attitude 
toward the ego. The patient must suffer the pangs of cbntscience 
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for the ubiquitous ambivalence rife in any homosexual society. 
Self condemnation, feelings of guilt, and depression, with all its 
characteristic symptoms, result. 

Men with strict superegos expressed in obsessive-compulsive 
characters most frequently react in this manner. However, almost 
always, studies of returnees reveal that the lost comrade has been 
identified with a brother or father figure of the patient’s past, 
toward whom he has carried identical ambivalent feelings. 
Uncovering techniques quickly expose the fact that Joe, who 
was killed in battle, was only a current edition of a competitive 
brother, toward whom the patient had much unconscious hos- 
tility. Almost invariably the relationship between current and 
familizil figures is the basis for the irrational sense of guilt. 
Insight quickly lifts the depression. 

The soldier may cling to the externalized group superego as 
he struggles to revive his own. Thus he may stiH judge his 
behavior at home in terms of the group standards overseas and 
react with guilt and depression to his life of luxury, his worthless 
existence. On reporting for duty again, unattached and im- 
assigned, it is then that he misses his group most, and, as he 
lives a life of ease and safety, xmable to shake off the military 
ideal of his group, he reacts with guilt, probably because he is 
violating the standards of conduct to which he has been accus- 
tomed. He does not seem to be able to set his own superego into 
action for a considerable time. He judges his life, his thought 
and his conduct in terms of what the combat group would accept 
as right. In the normal case, only time is necessary for his indi- 
vidual superego to refunclion. In the patholo^cal case, it is 
necessary for a psychiatrist to hold his overseas standards of 
conduct up against the standards of the army in the United 
States and those of civilian life. 

Another source of depression, less dependent on the patient’s 
parsonal past, is his firequent identificatibn with members of 
a strong group. By virtoe a oconmon leader and common 
ideals, throt^h experiencing darker ami hardshiF® together, a 
strong identificatiem between the individual monbars of the 
group is created. A dead cc^nrade k thus mourned as a partial 
loss of the soldier’s self, as long as he is under the group’s influ- 
ence. Only when the soldier regains his own individuality after 
leaving the -groiip :can he lose his identification with his com- 
Eadesria-arafe. :']3i!^ often requires considerable time for work- 
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ing through, and during this period various depths of depression 
are experienced in the process of making new identifications. 

In combat, the mission of the fighter demands a stimulation 
of his aggressions. These he has been taught since early childhood 
to repress or displace, to modify for constructive purposes or to 
express only in sports and work. Many soldiers under the influ- 
ence of a new standard of conduct, the military superego, are 
enabled to release their aggressions successfully in the process of 
killing, which is their purpose in the army. But, on returning 
from combat, they develop difficulties because, renewal of 
inhibitions is not so easily effected. These men have no accept- 
able goal for their hostilities, no enemy to kill. They often fight 
among themselves for the sake of fighting, to relieve tensions, 
without real hostility. Others displace their hostilities to officers, 
civilians or the army in all sorts of rebellious expressions and 
behavior. Many become anxious in case they may “blow their 
tops” and be punished. Those superegos which in the past have 
been weak in dealing with aggressions refunction with difficulty, 
and the postcombat behavior is likely to be hostile to the point 
of psychopathy. It must be made clear that these patients do 
not belong in the category of “psychopathic personality” in our 
current system of psychiatric classification, although they are often 
erroneously so diagnosed. They become resocialized through 
identification with a new loved and loving father figure. 

In other individuals, the excessive stimulation of aggressions 
required by war evokes old patterns by which the individual 
previously dealt with them. Our Air Forces are fortunate in that 
combat is impersonal and a battle of machines. But strafing of 
troops and bombing of factories and citi« evoke serious internal 
repercussions. Some men, who can endure little in the way of 
direct expression of hostility, succumb early and become psy- 
chiatric casualties; othas have a higher threshold. Stimulation 
of aggressive trends threatens the ego’s stability^ It suffas from 
anxiety not only by reason of forces imposed on it by the enemy, 
but by reason of its own unacceptable aggressions, which over-' 
burden the ego and increase the regressive processes. 

Overseas the soldier has been able to deal with previous 
neurotic aggression and phobias based on projected hostility 
owing to the facts that combat rationalized them and fumisked 
reality for the phobias and anxieties. The punishment of endm*- 
ing combat also helps the aggresave individual; with a sens*? of 
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guilt to express his hostilities. Neurotic solutions of such con- 
flicts become rationalized and socially acceptable to a flghting 
group. 

Because the end result of so much aggression would be an 
overpowering of the ego, and the loss of hold on reality through 
the development of a psychosis, the danger from internal egres- 
sions is great. The ego attempts to deal with the problem by a 
host of old techniques ( 18 ). None of these are entirely succesrful 
because they produce neurotic compromises but at least they 
preserve the ego’s grasp on reality. AE these methods are seen 
in our returnees. Some soldiers project their aggressions to 
external objects, creating fear of them. But although this makes 
for more aggression and more anxiety in the future — a. vicious 
circle — ^it at least gets rid of the need for the ego to deal directly 
and immediately with the tremendous load of aggression, for 
which it is imprepared. Paranoid reactions or obsessive behavior 
may be used for a similar pmrpose. In many, guilt is produced 
which forces the patient to search for somces of pu ni s hm ent. 
If a well functioning superego persists, depression result. 

Aggressions in returnees ^e usually directed against superior 
officers and many tales are told of how officers have been cow- 
ardly, afraid of combat or unfair. In some cases a nucleus of 
reality does exist, but for the most part the soldier’s reaction 
carries with it a high degree of emotional displacement. He is 
HTf<> the little child whose reaction to the cruel fate of tripping 
and falling over a chair is to look up and blame the first human 
supporting figure who failed him with, “See what you made me 
do !” The whole wdght of hostility directed in combat toward the 
enemy, deriving its energy from repression of ambivalent filings 
toward officers and comrades, is" now released toward them 
directly. No longer is there a good father ^[ure, the co mmand - 
ing officer, and a bad father figure, the enemy, but there is only 
one father figure, the superior oflScer, who must bear the brunt 
of the hostiMty trf the? regressed soldier. • 

The rdationida^ to tifie brothers .of the group was one of 
extreme altruism and everythii^. was share and share alike. 
Hosthe f^fiagS'tnwtBrd indi^^toals were a> wdl repressed tlmt 
antisemitism pr antagomsEu to representatives of other minority 
groups was at , si nniniCTuim: overset. The returned soldier is 
selMi^i He erf him^ and has a revival of prejudices 
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In the process of regression, the individual reverts to a psy- 
chological stage which existed prior to the internalization of 
authority as an automatic check on behavior. The re-establish- 
ment of his own effective inhibitions is difficult and he responds 
only to external praise and pimishment. If he is gratified and 
feels secure by virtue of receiving constant affection, all goes 
well, but, if deprived, he freely expresses toward figures repre- 
senting authority his jiggressiveness against the external world. 
The patient behaves like a child easily provoked to rage attacks. 
His internalized superego seems unable to re-establish even its 
past weak status, once it has been abandoned in favor of the 
combat group standards. 

Because of this multiple source of anxiety, such therapeutic 
techniques as desensitization are ineffective, since they cannot 
lessen anxieties originating from the person’s own aggression 
and, especially when the ego has already regressed, they make 
the patient worse. Simmel (56) during the First World War 
used straw men, officers in effigy, in an effort to release blocked 
aggressions with the approval of an externalized superego. In 
modem times, the same result is effected by narcosynthesis, 
during which the patient verbally expresses his displaced 
aggressions and at the same time gains insight into their origin. 
The patient may attempt to reproduce the anxiety situation in 
fantasy in a repetitive attempt to effect an adequate discharge. 
The soldier may search for stimuli in an effort to release motor 
expression by provocative behavior, or, avoiding collision with 
the outer world, he may attempt this mastery in sleep by means 
of dreams. But these are usually catastrophic nightmares that 
awaken the patient with terror. Anticipation of these experiences 
often causes the soldier to avoid going to sleep. These horrifying 
dreams are usually oancemed with an abrplane accident, in 
which the patient is about to be destroyed. In less serious dreams 
the patient is an onlooker at some tragic happoiing. These 
dreams do not always reproduce specific past experiences, but, 
whatever the pattern,' they tend to be monotonously and ex- 
haustingly repetitive. 

A soldier completdy cognizant of his environment and well 
in touch with his reality scans at night to be drawn back into 
the dangerous situation of battle. The process of sleep seems to 
reduce the ego’s control over anxiety and certainly reducra its 
ability to discriminate reality from fantasy, because these night- 
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mares are very vivid and real to those who esperience them. 
The classic explanation offered for their repetitive appearance 
closely follows Freud’s fonnulation, advanced in his work on 
the repetition compulsion. He stated that these dreams were an 
effort on the part of man to master or bind the anxiety situation. 
It is a process similar to that seen in children who play “peeka- 
boo” as a game by which they endlessly reproduceseparationfrom 
the mother in an effort to master theanxietyarisingtherefrom (21). 

However, these patients are not interested in mastering 
anxiety in the fashion that the psychiatrist thinks best. They 
and many nonmedical officers, to our sorrow, feel that evay 
effort should be made to forget and dismiss from their minds the 
old harrowing experiences. They have to be persuaded and some- 
times forced to recount their experiences for the therapeutic 
purpose of desensitizing them. But when lying on a bed alone 
or when shutting their eyes, or in sleep, the present world of 
reality disappears and against their wills they are drawn back 
into battle. Fantasy, hypnogogic hallucinations or dreams carry 
them back involuntarily to the harrowing scenes of yesterday. 

When we come to analyze the meaning of the dreams in 
relation to the current neurotic reaction of the patient, we find a 
definite personal significance in these catastrophic nightmares. 
They cannot be dismissed as a general technique to master 
anxiety. In our case reports we have indicated the special 
meaning of these dreams. Punishment, projected hostility, 
anxiety in relation to a current situation, are among a variety 
of meanings. A depressed patient, who castigates himself because 
of a huge sense of guilt, dreams of himself in a flaming ship; a 
passive-dependent youngster, feeling rejected, dreams of jump- 
ing out of a falling ship without a parachute. Anxiety in relation 
to his first sexual relationship is followed by dreams of explosion 
of a plane in midair. Innumerable examples of such personal 
individual interpretations of these dreams could be given. The 
proof of their correctness is indicated by the fact that, when the 
correct interpretation is given to the patient and he develops 
insight, often overnight, he not only gets well, but stojs drea mi n g 
of catastrophes. If mastery of anxiety due to sudden overpower- 
ing traumatic stimufi were their cause, they should disappear 
only gradually with time. 

Why are these nightmares of combat re-evoked in reaction 
to a personal prc^an not particularly concerned with combat? 
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Combat experiences overshadow any other catastrophic episode 
in man’s life, and hence are more suitable than any other means 
to symbolize dire and severe ptinishmenl, whether this be in 
response to overly strong instinctual drives, or to discord between 
one’s ego and superego or between the ego and the world of 
reality. Catastrophic battle dreams thus persist as long as punish- 
ment dreams are necessary and they recur whenever this trend 
is revived. We can expect that many years lat^ new conflicts, 
evoking the need for punishment, will revive battle dreams. 
Then it will be safer to revive past trauma as punishment for 
current crimes than to face the contemporary possibilities of 
punishment. 

Patients who show psychotic-like disturbances as a result of 
battle casualties are not infrequently seen overseas, especially 
among ground troops, who endure the. greatest stress. The 
psychotic quality is imparted because a greater quantity of 
dissociation of the personality has occurred. The entire emotional 
and intellectual experience of a particular event or of a whole 
segment of life may be isolated from consciousness, or the feeling 
and cognitive aspects may be split from each other. Yet even 
in these amnesic, often mute, terribly fearful, severest reactions, 
there is no qualitative but only a quantitative difference from 
the more common patterns of war neuroses. 

In this country, the psychotic-like syndromes are milder and 
consist of states of paranoia, severe weakness of the ego in its 
faculty of discrimination and reality testing, and certain types 
of severe aggressive or depressive behavior. These too represent 
quantitative exaggerations of normal reactions and respond 
fairly well to therapy. Their dynamics have been adequately 
illustrated in chapter 14. Like the other types of neuroses, they 
indicate no specif biological weakness but a specific manner in 
which a particular personaility reacts to a special stress. Like 
all war neuroses, they are temporary regresaons, which can for 
the most part be undone by adequate therapy. 

To summarize the dynamic trends illustrated by the war 
neuroses observed in returnees, we have foxmd that they are 
regressive in nature. The clinical syndromes are variable, de- 
pending on the special methods by which an individual deals 
with his conflicts. But behind every entity are various degrees 
of dependence and hostility, which are uncovered by regres- 
sion and thm come into conflict with firistratiDg or repres- 
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sive reality, or with opposing forces of the persontility. The 
resulting symptonas include, in various combinations and degrees, 
the clinical pictures of any type of psychoneurosis and are 
themselves no more than the effects of the conflict. Integration 
into a combat unit, the stress of combat, the finstrations on 
return home, all expose the universal core of mankind’s diffi- 
culties with the psychological representations of his biological 
drives. His experiences destroy whatever maturity or neurotic 
compromises he had made between these drives and reality and 
between their opposing trends. The soldier is forced to resume 
earlier, less adaptive, apparently more gratifying, regressive 
compromise solutions, but these turn out to be uneconomical, 
painful and subject to frustration. In the course of time most 
veterans re-establish their previous maturity; others need 
psychiatric help. 



CHAPTER 16 


Treatment: Psychotherapy 


In medical termnology “psychiatric treatment’’ and “psycho- 
therapy” are often confused and erroneously used interchange- 
ably. Psychiatric treatment involves the entire medical approach 
to the patient suffering from a mental or emotional disorder 
and includes such procedures as psychotherapy, narcosynthesis, 
rest, sedation, activity, hydrotherapy, occupational therapy, 
shock treatment and continuous narcosis. When somatic dis- 
turbances are severe or have already crystallized into morpho- 
logical changes, adequate medical treatment is necessary to 
complement the psychiatric treatment, the total constituting a 
psychosomatic therapeutic approach. Furthermore, it must be 
realized that therapy may be unsuccessful if long-continued 
anxiety establishes and fixes a new general physiological setting 
or induces irreversible changes in the neuroendocrine system. 

According to Kubie (35), “psychotherapy embraces any 
effort to influence human thought or feeling or conduct, by 
precept or by example, by wit or humor, by exhortation or 
appeals to reason, by distraction or diversion, by rewards or 
punishments, by charity or social service, by education or by the 
contagion of another’s spirit. This broadest possible use of the 
term would also include the temporary lift of spirit through 
music, art or literature. 

“Simple psychotherapeutic expedients may be grouped 
under three main headings: (a) Practical support — consisting 
primarily of advice, guidance and assistance in the management 
of life situations and environmental difificulties through social 
service aids, etc.; (b) emotional support — consisting essentially 
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of sympathy, exhortation, admonition, encouragement, humor, 
art, recreation, companionship, etc.; (c) reorientii^ education 
— consisting primarily of efforts to alter the patient’s habitual 
attitudes of guilt, fear, hate and depression, by educating him to 
tolerate his own conscious and unconscious needs and cravings, 
his instinctual himgers, his familial jealousies and hates, etc.” 

The first two are homely, nonspecific, commonplace pro- 
cedures, employed by every wise teacher and parent in educa- 
tion. They must be tried first, especially when emotional 
disturbances seem precipitated by severe external stress. Whai 
these foil, the rigid repetitiveness of behavior is due to the fact 
that the spark of environmental stress has been adequate to 
touch off an explosion from unconscious internal forces. Then, 
simple rational methods fail and scientific psychotherapy is 
required. 

The simpler procedures of psychotherapy require no scientific 
methodology and can be employed by commanding officers, 
friends, [chaplains and the unit [medical [officer. .They require 
human undastanding and sympathy for people and their needs, 
which may include firmness but never sadism or intolerance. In 
the early stages of breakdowns overseas, and in the mild reactions 
after return home, simple procedures should be tried first but, 
if unsuccessful, should be given up quickly. 

In discussing psychotherapy overseas we have indicated that 
in the early stages of the ego’s struggle with anxiety the Flight 
Surgeon, who fills the role of the family doctor, serves to bolster 
the ego’s defenses. This is accomplished by identification of the 
flier with the therapist’s strengdi as he encourages, persuades 
and gently, but firmly, forces the ego to’ exert greater pressure 
on the wcUing-up anxiety. This is often successful in keeping 
the largest number of men in combat for the longest possible 
time; hence it has military significance. For the individual, it 
increases the cumulative strain on his ego and keeps him in a 
situation which automatically stimulates more anxiety. The 
breaking point is simply defered to a later date. Those who 
believe that the external stresses of combat are the sole sources 
of neurotic reactions consider that there is no great harm in keep- 
ing a soldier under stress for the longest possible time, since at 
any time, when he is relieved, his anxiety will cease. When we 
see many men return to this country and enter hospitals for 
psychiatric care long afta: they have left the fight, when we see 
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neuroses become overt only after return home, when we see 
breakdowns due to the maladaptations of altered personalities 
as they meet the simple problems of adjustment to life in the 
United States, we know that this concept is erroneous. The cost 
of so-called “shell-shoc&ed” war veterans of the last war in 
money, crippled lives and broken homes, and the unfortunate 
effects on their children, are effective illustrations of the perma- 
nency of war neuroses, unless they are treated adequately and 
early. Although we must conform to the military needs, we 
should also know their consequences in future suffering. 

If it is our task at home to strengthen the ego to control and 
bear anxiety, it is predicated that we are content to permit the 
springs of anxiety to continue to activate that danger signal and 
to continue to demand from th? ego cotmtermeasures.^When we 
study our cases carefriUy, we find that the process is not station- 
ary. Anxiety often increases with minor stimuli, such as ordinary 
domestic difficulties, or even spontaneously. At best an equilib- 
rium is reached between the opposing forces in the personality. 
But this requires ah expenditure of energy on the part of the ego 
to hold anxiety m check, which impoverishes its productivity 
and capacity to deal with odier problems. The result is a cripfiled 
personality, as we see it in the obsessive-compulsive neuroses and 
the phobias of civilian life. 

There is only one: logical conclusion: in so fair as possible and 
expedient, the imconscious sources of anxiety should be un- 
eauthed and ventilated, and the ego permitted and educated to 
dead, with them rationadly and economically. 

Psychiatric therapy for combat veterans in this country like- 
wise dqiaids on the severity of the neurotic reactions and the 
dqgree to which personal unconsdous forces are involved. Those 
who were unsuccessfully treated overseas and were sent home 
for rehabilitation obviously require treatment by scientific 
methods, employed by a traiined psychiatrist. Among those who 
first develop symptoms after return, home are many with mild 
and temporary reactions ' of insecurity to their repatriation 
and redomestication, and countless numbers with anxieties in 
antidpation of future difficulties at reassigned duties. Most of 
these mildly ill patients do well with group inspirational therapy, 
techniques of indoctrination and a sound conval^ent program, 
as described in chapter 18. The greatest problem that they pose 
is their selection for this type of treatment, since ;evaluation of 
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the degree and depth of illness is not possible by a suporficial 
survey (cf. chapter 9). Therefore, they must be observed psy- 
chiatrically during their convalescence, so that mistakes in classi- 
fication may be quickly corrected (45), 

Before niethods of scientific psychotherapy are discussed, its 
goals must be clearly understood. In the military setting the 
purpose, as commonly stated, is to erase from the soldier’s mind 
the deleterious effects of his combat experiences. We should like 
to return the soldier to the condition in which he entered com- 
bat, so that he can readapt himself to a socially valuable life 
(24). To avoid perpetuation of dependence and the permanent 
feeling of illness which qualifies him for lifelong benefits from 
the government, we should like to rehabilitate the soldier in 
the framework of the army, so that he can be demobilized with 
pride, as one who finished his job. This may mean future assign- 
ment where intolerable strains are not imposed upon him again. 
It may mean return to dvilian life in whidi previous adaptation 
was successful and where it will again be possible. 

No matter how severe may have been the stimuli that pre- 
cipitated the nexoroses, the effect is not like the writing on a slate 
that can be erased, leaving the slate as it was before. Combat 
leaves a lasting impression on men’s minds, changing them as 
radically as aiiy crudal experience through which they live. 
Some learn and mature; others fail and regress. No matter what 
the effect, there can be no erasure because the experience acts 
profoundly on the individual’s personality, causing significant 
alterations in the direction toward which his previous trends 
had prepared him. 

What then are we able to change or what do we wish to 
change? Primarily we want to undo any process, i nitiated by 
the man’s personality in dealing with psycholpgical traumata, 
that has blocked his learning and direct^ him into regressive 
channels. If he has converted his anxiety into a physical symp- 
tom, if he has parailyzed a saisory system, such as sight ox hear- 
ing, in an attempt to avoid perceptions that stimulate anxiety, 
mr if he Has isolated the ideational or emotional memories of 
combat, we want to undo ffirae processes, because they cripple 
Kirn lor productive efficiency and Sex successftd adaptation to a 
heedlhy' Mfe.' K he; has. abandoned a niature and adult attitude 
and xe^^ressed one-time adaptive, childish position, 

, his ;stpni4^®di4§®f^®K)ns create anxiety and set into action 
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uneconomical defenses, or if his ambivalences have evoked 
disastrous superego punishment, he will continue to be ill unless 
properly treated. It is thus not possible to remove the effects of 
combat without encoimtering the soldier’s conscious smd uncon- 
scious complex character structure and neurotic patterns. Far 
from being dangerous, it is essential for successful therapy to 
revive some of these old conflicts in their new setting, providing 
this is done with skill. 

In therapy we must analyze the new accretions to the old 
behavior patterns. Demonstrating the link between the new and 
the old is often followed by considerable improvement in the 
clinical state, as the patient becomes aware that his behavior 
had no essence of weakness or cowardice but was his “blueprint” 
of conduct. It is not possible to deal with these connections with- 
out exposing and altering the old repetition compulsions. In 
the words of Kubie (35): “It is not merely the recovery of an 
event which releases the patient, nor merely the recovery of the 
event plus the feelings and desires which derive from that event. 
It is the discovery of the totality of the purposes, the hopes, the 
fears, the loves and the hates which animated the individual at 
the moment of the event, plus what that event did to those pur- 
poses, loves and fears and hates, and how these were deviated 
by that event from their initial pathway onto another. This, 
and not less than this, is the potent discovery.” The art of treat- 
ment of war neuroses consists in dealing with the new reactions 
without mobilizing the old to the p)oint of stiiring up emotional 
conflicts with which there is no subsequent time to deal. We 
must avoid any procedures that will harin the patient. 

In the military services, brief psychotherapy is not only rela- 
tively brief in cconparison with such long term procedures as 
psychoanalysis, but it is truly brief in intensity and extensity (25). 
Ovaseas in the rest camps or exhaustion centers, psychotherapy 
is minimal, consisting at best of a few words, most of which are 
uttered in groups. The psychotherapy consists largely in atti- 
tudes and example. In station or generzil hospitals in quiet areas, 
psychotherapy, although still brief, is composed of considerable 
group and some individual attention, consisting of narcosynthesis 
and short interviews, when necessary. For returnees with war 
neuroses, psychotherapy is brief because of the large number of 
patients and the paucity of trzdned personnel available for 
treatment. Fortunately our services have too heavy an invest- 



TREATAffiNT: PSYCHOTHERAPY 


373 


ment in their flying officers and enlisted men to brush olf war 
neuroses lightly as expected losses among expendables. There- 
fore, we have had the opportrmity to work with an optimum 
doctor-patient ration (1 to 35), but nevertheless our allotted 
time is limited. 

In the army in addition to the difficulties of rime we have 
the problem of motivation. In civilian life patients go to the 
psychiatrist because the;y are ill and unhappy and they are 
willing to sufier the anxieties liberated by treatment for the 
sake of feeling better. The reward of cure for the soldier is 
return to battle or to duty; the reward of recalcitrance, which is 
a sort of superimposed malingering, is separation from the 
service and return home. It is clear that psychiatric therapy of 
members of an inducted army depends on the inherent ego-ideals 
of the individual patients and their motivation of the moment, 
which fluctuates considerably with attitudes of the public 
around them. This is one reason why the prognosis is so much 
better among flying officers than among enlisted men, who have 
no aspirations after military careers. 

It is often helpful to indicate the steps of therapy in stages 
but this serves only a pedagogical purpose. Psychotherapy is 
scientific, yet must be accompanied, as in all branches of medi- 
cine, by art or skill derived from experience, and a certain 
unconscious knowledge, on the part of the therapist, that may 
be called intuition. Therefore the list of procedures should not 
be considered as representing separate maneuvers, for they all 
blend into each other and may go on simultaneously even at a 
single session. They are schematized in the following list and 
will be discussed separately in detail. 

1. Establishment of doctor-patient relationship (transfer- 
ence). ( 

2. Support, and gratification of the patient’s weakened and 
regressed ego by meains of tendern«s and attentive interest, and 
furthering of identification with the therapist’s strength. 

3. Release and uncovering of isolated, repressed and sup- 
pressed emotions, memories and conflicts (abreaction). 

4. Direction of attention from external rationalizations 
toward the patient’s own inner feelings. Development of insight 
into the relationship between psyoholog[ical reactions to combat, 
the past bdiaviosr patterns and their derivation, and the con- 
temporary symptoms. 
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5. Decrease of severe superego reaction which has produced 
lilty feelings because of an actual, or a sense of, failure, or 
/oked punishment for repressed hostility or other ego-alien 
:ndencies. 

6. Desensitization from the memories of the anxiety- 
roducing situations by repetitive recounting of traumatic 
?:periences, as the therapist helps the dependent ego to dis- 
riminate between past danger and present safety, and between 
le world of reality and inner anxieties. 

7. Re-education of the ego to more effective methods of 
Dmpromising between inner desires and the obstacles of reality, 
ncouragement of the ego in its attempts to regain mature 
ttitudes and adult activities, thereby giving it new confidence, 
nd building up of self esteem on the basis of recognition of past 
erformances. 

8. Revival of support and pressure from a strong group, and 
Dmpetent leadership. 

9. Testing emotional and intellectual insight and working 
irough the relationship between present and past attitudes. 

10. Post-hospital follow-up, advice and encouragement. 

We must list the dangers inherent in brief psychotherapy, 
jpecially as performed by beginners, who should be constantly 
nder control and supervision by competent psychiatrists, and 
i the army situation: 

1. Too much mobilization of emotion or ancient conflicts 
ithout available time for handling them adequately. 

2. Acting out of mobilized trends in asocial conduct. 

3. Too much gratification from a parental transference — 
^suiting in spoiling for future army duty. 

For detailed accounts of psychotherapy as applied to indi- 
dual patients, the reader is referred to cases 19, 28, 29, 40, 41, 
5 and 59. 

The first step in therapy is to establish a transference relationship 
ith the patient. He arrives in the ward with a record of a com- 
[ete medical study and a brief case history including the story 
: his nervous difficulties. The taking of a detailed psychiatric 
Lstory is not assigned to a social worker or a psychologist, 
2 cause history taking is the first step in establishing a personal 
dationship with the patient and is the first major operation in 
eatment. History taking, diagnosis and therapy are not sepa- 
Lte steps in psychiatry. It is true that a portion of our histories 
list be filled out according to the standard form necessary for 
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any large institution, to insure that all the necessary data are 
obtained. Specific information is always contained in a certain 
part of the record and the whole is easily readable for future 
research purposes. But the actual psychiatric history is unfolded 
by the method of association; the patient leads the way and 
gives fireely of himself as the material comes to his mind. The 
temporal relationship between these facts as they are recalled 
constitutes valuable clues as to their significance. The entire 
story unfolded in an unchronologicai fashion may take several 
sittings but this makes for a saving rather than a loss of time. 
The tyro in psychiatry has a tendency to break up important 
associations by questions based on his curiosity or on his com- 
pulsion to elicit longitudinal histories in chronological order. 
The young psychiatrist has an abhorrence of silences in inter- 
views, when in reality they constitute important stimuli for the 
patient’s progress. The trained psychiatrist is relaxed, without 
anxiety, with no compulsion for activity in therapy. He listens 
carefully in a friendly manner to every detail of the patient’s 
accoimt and notes every omission or blocking in his story. The 
psychiatrist avoids making premature interpretations or too 
satisfying reassurances. Unsatisfied tensions within the patient 
are strong forces for the patient’s continued associations between 
his appointments with the physician ( 62 ). 

The psychiatrist is the one man whose main concern is the 
individual soldier as a person and not as a cog in a tremendous 
machine. He represents to the neurotic soldier the nearest 
approach to that for which his whole sick being cries — ^in the 
throes of his devastating anxiety— a kindly, interested parental 
figure in sharp contrast with the authoritative, dananding 
voices of his officers. Therefore transference relationships have 
obviously pantile dependent characteristics, which the therapist 
encourages by his sympathetic interest, his assumption of com- 
plete responsibility for the patient’s prc^ess. At this stage he 
supports ar>d cornforts the. patient, who, convinced that the 
whole world is hostili^. aec^Kfe the suj^rt only provisionally. 
But the soMiar’s need is so gj^t .that he soon leans heavily on 
the psychiatrist. The tranrference relationship is less easily 
established when ego strength is less altered, in the hysterias and 
psychosomatic ^tqrbances. 

As a rule ihe transfoience is achieved quickly. In the Ameri- 
anny. there isjlilttie awe or inhibiting ciiscipline in the rela- 
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tionship between doctor and patient, even among enlisted men. 
The medical ofiicer’s rank is not very important, especially in 
the Air Forces, where the soldiers are accustomed to regard the 
Flight Surgeon as a friend and advisor. Assisting in the establish- 
ment of a positive transference is the fact that our staff consists 
mostly of doctors who have been overseas and have experienced 
s imil ar hardships and frustrations. It is thus also easier for the 
patients to verbalize hostility toward militziry men who have 
not yet gone overseas. 

^AOien the trainsference starts as a negative feeling in an 
irritable, sullen, withdrawn individual, we have learned that 
this patient usually suffers from considerable repressed hostility, 
is the type that early becomes fixed m an intractable state and 
has a less favorable prognosis for recovery. Often there is con- 
siderable resistance on the part of the patient to imburdening 
quickly, especially when he has come to the hospital with a 
negative and imcooperative attitude in order to get a discharge 
from the army. In such cases he does not want help and treat- 
ment is resisted. He may even try to demonstrate the seriousness 
of his maladjustment to the army by deliberately aggressive 
attitudes, violations of regulations or excessive drinking. He may 
include the medical officer in his negative feelings toward all 
persons in authority. 

The medical officer’s attitude toward his patient, his counter- 
tran^erence, is of prime importance in influencing the character 
of the transference. The general medical officers have aU had 
special training in the treatment of “operational fatigue” and 
know that they must imcovw emotional difficulties and not 
attempt to cover them up or dismiss them with fine, high- 
sotmding reassurances. Yet the process of identifying with the 
patient in his attitude toward difficulties and frustrations in the 
army is a great dainger, often causing the physician to lose his 
objectivity. The patient who wants to be separated from the 
service may meet one of two emotional attitudes in his doctor — 
“Me too!” or “I have to stay in, then so will you!” — ^rather t han 
the objective attitude that is proper, difficult though this maybe to 
maintain. Our medical officers’ own personal problems often create 
blind spots before their eyes. Chief among the difficulties which 
they encounter are the patient’s antagonistic feelings, a negative 
transference, at the beginning or during the course of treatment. 
The physician often reacts emotionally and with retaliation to 
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aggressiveness on the part of his patient, and does not see this 
material objectively for the purposes of understanding and 
analyzing the hostile attitudes of the patient toward authorita- 
tive and father figures. We have found it necessary to determine 
the special types of cases each doctor is able to treat successfully, 
even relieving him of the care of certain patients when trans- 
ference difficulties occur. Although, as we shall explain below, 
transference interpretations should be avoided, negative atti- 
tudes must be interpreted early or therapy will be blocked. The 
patient must be made aware of the fact ffiat his hostility to the 
kind physician is an irrational derivative of a feeling displaced 
from some other object. He should be quickly directed to the 
source of his hostility and to an analysis of this feeling in relation 
to that source. 

The initial interviews are as bland and unprovocative and 
free from interpretations as possible. Transference interpreta- 
tions are explanations of the patient’s feeling for the therapist, 
which stimulate his insight into the nature of his feelings toward 
similar figures of the early family life, their subsequent imagos 
and most recently some person within the combat group. These, 
most often, are parental figures and their successors. A positive, 
usually dependent, relationship should not be interpreted early, if 
at all. It is the catalyst by which the patient is enabled to spill 
his suppressed emotions, gain strength within his ego and slough 
off the severe military superego of the combat group. Such a 
transference is only the subject of interpretation and analysis 
when regressive, dependent attitudes are overwhelming, when 
they must be made conscious in order to initiate self-respecting 
ego forces into opposition or at the termination of therapy. It 
is astonishing what a startHr^ improvement is effected by grati- 
fications within the transference relationship of the patient to 
the doctor. Understanding, patient attention and a modicum of 
tenderness often are therapeutically successftil without a single 
interpretation. It is as if the boys had forgotten that ^ople 
could be anything but hostile. A successful relationship with the 
doctor revives memories of the past and stimtilates hope for the 
future, especially in those boys whose ego depletion has been 
profound. 

Gratification of dependent needs is of course b^un in the initial 
interviews, tmd is carried on during pentothal treatment ‘and in 
psychotherapy afterwards. It is the basis of the transference 
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relationship. Gratification of dependent needs is more than a 
trick tQ hasten transference feelings. As anxiety reaches con- 
sciousness, the source of anxiety becomes apparent in every 
incident, every story and every reaction of the patient. He 
demands support and comfort as he teUs how he was deserted 
by every semblance of a protective, supporting or kindly figure. 
Officers, other soldiers, fiiends and budges all suddenly became 
impotent in the face of the ever present enemy fire and activity. 
He was an isolated individual in the darkness and all inter- 
personal relations were violently torn asunder. True, we see the 
automatic emergency reactions to danger in reality — ^the 
defensive movements revived imder pentothal — ^but these subside 
and the infantile cry still resounds. True, we see a semblance of 
rage as, with clenched fists pounding on the bed, the, soldier 
screams at the Nazi bastards and what he will do to them. But 
these are displaced hostilities. His major anger is at his leaders, 
who were unable to protect him and support him when he 
needed them most. 

We do not deny that some patients’ anxieties are signals of dis- 
tress because of intense activation of their unacceptable hostilities 
or that in many patients the emergency mechanisms stimulated 
by the external dangers became excessive and overpowering 
to the ego or failed to decrease as the danger disappeared. 
But in the vast m^ority of cases the source of anxiety was a feel- 
ing of desertion, of being left alone like a child m a dark room 
with the door shut and no human voices audible. It is now appar- 
ent why so much gratification and affection must be given these 
men. They have given far beyond their capacities and the over- 
draft on their psychic banks must be replenished before they are 
able to return from their regressed psychological positions. 
However, temptations to reassure the patient too greatly must be 
resisted if he is to cooperate in uncovering his imconscious con- 
flicts. This requires a certain amount of tension, which activates 
the ego in its task of looking inward for the source of its pain. 
Often the patient is reluctant to talk about himself or his ex- 
periences, saying, “AU I want to do is to forget.” He is then 
reminded that for a long time he has tried unsuccessfully to 
forget, and that nevertheless disagreeable symp toms have 
developed. “Forgetting is only possible by first remembering, 
because you then know what you really have to forget or what 
problem you have to solve. You can’t fight an unseen enemy.” 



TREATMKNT: PSyCHOTHERAPy 


379 


Remembering often discloses to the patient that he is trying to 
fight something he did not even know existed — an unsuccessful 
shadow boxing. Yet the confronting of the patient with the 
problem in its fullest extent should not be premature. 

As the patient unfolds his story freely, we hear the release of 
emotional attitudes, projected to convenient realities — ^the well 
known process of rationalization. These attitudes must be con- 
fronted by the actual reality. Unfortunately the nuclear truth 
to the rationalizations is often large, since in the tremendous 
organization of the armed forces countless mistakes must occin:, 
and errors of omission and commission by others are often the 
cause of accidents that kill or maim close friends. The universality 
of these experiences and attitudes is explained. Comparison is 
made between the patient’s reactions and those of others to the 
/Same realities. The patient is urged to uncover the real and 
personal sources of his feelings and for this purpose pentothal 
treatment is usually given to effect an abreaction (cf. chapter 17). 
In this procedure unconscious, suppressed, repressed and isolated 
material is made conscious. 

Release of imconscious tensions is mainly concerned with 
the emotion of anxiety, the excessive quantity or the persistence 
of which is the nuclear problem of war neuroses. When the ego 
has been able to ward off successfully the overpowering subjective 
aspects of anxiety by the formation of conversion or phobic 
symptoms, resistance to conscious re-experiencing of anxiety is 
too great to overcome in a short time. When the personality has 
regressed in the face of the onslaught of anxiety, there is often 
too little ego remaining to establish contact with the therapist 
and cooperate in therapy or to endure the anxiety during the 
reliving of the precipitating stress. Therefore, in most of these 
cases, for quick results we must have recourse to the method of 
marcosynthesis, which wUl be described later. Without going into 
the psychophysiolo^, the observed effects are the reappearance 
of ego functions, revivification of free anxiety and loss of somatic 
symptoms of conversion and of excessive automatic excitation. 

After the abreaction hais been started and the patient has 
come out of his narcosis, he is forced to review the' material in a 
conscious state. However, this is not always necessary, for insight 
may be reached and learning established by the unconscious ego. 
Conscious varbalizationiS are not always necessary to indicate 
therapeutic benefits. As he repeats his guilts, his hostilities and 
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his desires after narcosynthesis, these are again and again tested 
with reality. 

Recognition of the temporal and spatial present is a process 
which goes on rapidly up to a certain point under pentothal, 
but the final orientation in severe cases is slow and beset with 
relapses. In patients who have regressed and exposed the depend- 
ent and aggressive cores of their personalities, return to more 
mature attitudes, after ventilation of these trends, is tenuous 
and not firmly established for some time. Phobic smd compulsive 
defenses are relinquished as long as the psychiatrist firrnishes 
concrete evidence of his supporting presence. The patient looks 
through the therapist’s eyes at a world here and now, which is 
devoid of danger, but these are only borrowed eyes. The process 
of learning that the world is not entirely hostile is achieved at 
first by an identification with the therapist, and the' patient’s 
ego span and strength are increased as he borrows the strength 
of the psychiatrist. This is done initially through powerful and 
persistent suggestion — slater by rational interpretation of each 
and every apparent stimulus to regression. Thirdly, time is 
necessary for the patient, at first with the therapist’s support, to 
test the human environment’s sincerity. Here our troubles are 
great, for the army is not conducive to such testing. Many 
soldiers react to relatively mild rebuffs and rejections with such 
intensity that severe cases may assume the status of paranoid 
trends. This phase of therapy is the same tis for children whose 
early lives have been filled with real rejections and who reqxtire 
patient handling and time for testing a new reality. 

. In testing realities against the patient’s irrational feelings, the 
psychiatrist’s own experiences play an important role. It is 
hard to imderstand the intimate details of a combat organization 
unless the psychiatrist himself knows the physical, administrative 
and emotional setting. Hence, for the treatment of returnees, 
psychiatrists and ward officers who have been overseas have a 
great advantage. The technique of reality testing is not forceful 
nor argumentative. We do not insist that the patient accept our 
realistic point of view; we suggest to him that his guilt, hostility 
or anxiety is not based on things as they really are. It may take 
several interviews before he grasps these facts. As he does, both 
the patient and the therapist realize that a question now con- 
fronts the patient: “Why then do I fed that way?”. 

At this point, the patient’s attention is spontaneously directed 
toward his own inner feelings. This is encouraged and sometimes 
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firmly insisted on by the therapist. Actually the soldier himself 
brings out the relationship between the current neurotic reaction 
and the past pattern of behavior. These connections are pointed 
out to the patient in sharply etched interpretations. This gives 
an initial relief because he then realizes: “I don’t react this way 
because I’m weak, yellow and unable to take it — ^it’s because 
these experiences are like what happened before and I react as 
I did then.” 

At the same time as emotional insight between past and 
present is beginning to be established, attention is paid to 
superego attitudes especially their severity, insincerity and anachro- 
nism. A transference relationship of tenderness with considerable 
gratification permits the therapist to give to the patient the 
liberality and reality-adaptive ideal of conduct and thinking of 
the nonmilitary superego through the process of identification. 
Without this loosening of his ego-ideal the sick person cannot 
continue to face his hitherto xmacceptable drives, which he had 
rejected from consciousness. There is in this procedure an in- 
herent danger, the release of trends which are acted-out in overt 
behavior. Sometimes severely aggressive attitudes, alcoholism or 
infantile behavior is lived out in the hospital and outside. The 
therapist must exert greater control on such activities in the 
army than in his civilian work, because release from super- 
ego pressure is not compensated for by the automatic pressure 
of the civilian environment. 

Many patients with considerable hostility are terribly 
anxious for fear that they may “blow their tops.” Some with 
guilty feelings are writhing under the strict and sadistic lashings 
of an irreconcilable superego. Many with dependent longings 
cannot permit themselves to understand their cravings because 
of a harsh standard of ideal adult conduct. The hostility of the 
superego is one of the principal forces that harass the ego and 
weaken it. Every patient suffers in varying degree from a sense 
of failure, most severe in those with strong overcompensations 
and those who endure anxietyTor long periods of time. As long 
as the superego maintains its identification with the dead and 
living friends on the battlefield, it will remain angry and de- 
manding. Often the egorideal stems from a father who carried 
on valiantly in the First World War, and return homq in a 
condition of neurotic illness becomes so painful a thought that 
many demand to return to the battlefield as a displaced suicide 
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attempt. As the psychiatrist hears these tinderlying drives ex- 
pressed directly or indirectly, in conscious interviews or under 
pentothal, he receives them with a bland and neutral attitude 
or even volunteers his acceptance of them as normal or under- 
standable. In the successful outcome the regressed personality 
identifies with the therapist and substitutes the latter’s superego 
for his own. On the basis of permitting and accepting trends alien 
to the patient’s superego and rejection of his rationalizations, the 
psychiatrist pushes the patient on to further work in the process 
of understanding. By identification with the therapist and appro- 
priate interpretation, depressions recede and the patient sees 
himself as one who did the best he could and often better than 
might have been expected, and as one who still has a valuable 
function in the army. 

As the process of therapy continues, the conflict is clarified. 
The opposing forces involved and their real meaning become 
clear. Ideally these should be imderstood in three phases: (1) the 
conflict as it is expressed in the combat situation, (2) the same 
conflict in the childhood past (rarely in the original setting) and 
(3) the conflict as it rages in the current situation. A fourth 
edition of the problem as it is played out in the transference 
relation is skillfixlly handled by psychiatrists, but rarely so by our 
general medical officers, no matter how weU they have been 
indoctrinated. The following example clearly illustrates different 
phases of the same conflict. A regular army soldier entered the 
hospital because of anxiety based on hostility to members of his 
crew who, although recent inductees, seemed to get more praise 
and rewards in the form of decorations. As an orphan he had been 
brought up by an older sister but had left her home when her 
children displaced him in her affections. He reacted violently in 
the hospital when another patient was given a privilege denied 
to him. It is not necessary to clarify insight concerning the old 
'by delving into its primary source. One does not need to 
uncover the earliest infantile memories in which a particular 
psychological pattern seemed to originate. A few screen memories 
from childhood are sufficient. When these and the current trend 
become clear, it is then that transference feelings can be under- 
stood to have the same pattern and to recapitulate th« identical 
mech^uiisms. They may then be safely interpreted. 

Throughout the therapy there must be a constant but gentle 
pressure on the patient to recapitulate his traumatic ejqjmences 
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in conscious verbalizations. This serves to desensiti!:/e the ego fiom 
its painful memories and permits it to gain complete mastery of 
the past. Gradually the span of its grasp on the past and its 
capacity to endure its recapitulation are widened. Eventually the 
patient is able to remember trifling and amusing incidents that 
happened in the combat group and the vision of his experiences 
in retrospect becomes an amusing adventure. At that point 
mastery has been achieved. But this is a late process only effec- 
tive after successful abreaction, strengthening of the ego and 
weakening of the suparego. It is impossible in the state of severe 
regression. Animal psychologists also recognize that, before 
deconditioning against traumatic incidents is possible, the animal 
needs much affection and support (39). Therefore, desensitiza- 
tion as a process in itself is not adapted to therapy of regressive 
neurosis. Only the reconstituted ego can be reconditioned and 
then needs no technique, such as records or movies of. combat, 
nothing except repeated recoimting of its own experiences. 

Mobilization of tmconscious trends, after the patient has 
substituted the physician’s superego for his own and thus eased 
the repressive forces of his ego, is only one aspect of therapy. 
After unconscious conflicts have been njade conscious, the ego 
still has to solve them. No good is accomplished by letting the 
boy know that he has strongly dependent regressions, unless he 
gains insight into their' uneconomical effect, their anachronism 
in view of his age and the fact that regression is no longer 
necessary in view of the relief from extemtil pressures of combat. 
The ego must be prepared to deal with these trends in a new 
manner. This is indeed a difficult task, hindered by secondary 
paiin, which the ego senses at ev^ry turn. It is a process of re- 
education, through identification with the therapist, partial per- 
suasion and an introduction of the patient to his own assets and 
past achievements. It is a slow ptocess, requiring much working 
through and testing, so that it can only be initiated while he is 
still in the hospital. , 

By working through, the soldier’s rehabilitation in the frame- 
work of the army itself, dependence on family and government 
pension can be reduced to a minimum. In the severe anxiety 
states, however, dependent trends may persist with great 
obstinacy. This is particularly the case when the patient refuses 
to recognize or to accept the significance of his dependent needs. 
In many patients, in whom anxiety or depression, or both, 
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continue far beyond the period when the ego should have begun 
to assume control, it becomes dear that the continued helpless- 
ness has a concealed purpose. Whereas initially the ego has con- 
siderable justification in regarding itself as injured and unable 
to cope with the environment, after prolonged exposure to a 
protected environment such justification no longer exists. The 
persistence then is due to the attempt of the ego to bribe and 
appease the demands of the ego-ideal. The ego says, as it were, 
“This is what you have done to me. I stuck it out to the limit 
at your behest, imtil I was broken and maimed; now I am weak 
and helpless, and in no state to return to duty. You must for- 
give me because it is not my fault.” Thus secondary gain of illness 
becomes acceptable. 

In many cases, especially when regressive forces have suc- 
ceeded in permeating behavior, authoritative pressure and support 
may be necessary. The patient mil go back to duty and obey 
regulations. Mild but definite punishments are meted out for 
flagrant violations of the rules (cf. case 53). The external pressure 
must be fair and calculated to instill confidence that good con- 
duct is rewarded but that asocial behavior is frowned on. The 
p unis hment must be fitting for the crime, swift and equitably 
distributed. In no other manner than by fulfilling promises 
sincerely can the patient’s new superego be one that fits the 
patient to adjust to civilized reality. We wish not only to clear 
up the patient’s inner conflicts, his intrapsychic processes, but 
also to clear up his conflicts with reality. To this he must learn 
to adapt. 

A subsequent period of testing and working through is allowed 
in the hospital, when the patient is given more fireedom, md 
perhaps furlough or leave. He is permitted to work only in the 
convalescent program and to see his doctor less often. Many times 
we ourselves are not sure of the result and test the patient by a 
return to a trial of duty. 

We recommend an appropriate duty status, such as full 
flying status or grounding, on the basis of the degree to which the 
ego has been able to attain mastery over intern^ anxieties and 
the capacity of adaptation to reality. The adequacy of the new 
job and its capacity to maintain the soldier’s motivation are 
important in preventing his relapse. Our recommendations 
specify the general type of occupation, geographical location 
and altitude. Specific therapeutic recommendations are, made 
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to the Flight Surgeon at the next duty station and progress 
reports and questions are received from the doctor at regular 
intervals. The patient himself is asked to write periodic personal 
letters to the doctor at the hospital. It is surprising how well this 
correspondence bolsters up many men during the initial trying 
periods of a new assignment. This is valuable post-hospital 
therapy. 

Group Psychotherapy 

As we discuss the procedures employed in individual psy- 
chotherapy, it becomes apparent that the time necessary for the 
treatment of the large number of sick soldiers requiring it and 
the paucity of experienced, capable medical oflScers available 
preclude their imiversal application. These patients need more 
than recreational and occupational therapy, yet there is not time 
enough for Ludividual treatment of all. For this reason group 
psychotherapy has been suggested and widely employed. A nega- 
tive motivation for instituting a form of treatment does not por- 
tend weE for its results, since success in therapy depends not 
oiEy on the physician’s skEl but also on his enthusiasm. Treat- 
ment of groups requires knowledge of individuals gained from 
long experience in dynamic psychotherapy. By personaUty, 
disposition and habit, psychiatrists who have been accustomed 
to dealing with patients individuaEy do not usuaUy feel com- 
fortable with groups, while personalities who feel expansive and 
at home with groups are usuaUy iusensitive to individual 
feelings. 

Many procedures appEed to more than one individutil have 
masqueraded imder the term “group psychotherap)^” ( 61 ), when 
in reality they constitute “group therapy”. These have ranged 
from lectures on neurophysiology, motivation, fear and geopoEtics 
to careful analytic work directed to common disturbances of 
the constituent individuals. MerriE Moore has divided methods 
of group therapy into two divisions. By far the greatest number 
are of the repressive-inspirational type. Their basic principles are 
to urge, persuade and force the patient to control himself, to 
suppress asocial or worrisome thoughts. Interest or inspiration 
in life work, the commimity, reEgion, art, music, etc., is encour- 
aged. At the other extreme is the analytic method. This Urges 
the loosening of repression and freeing of urges boxmd up in 
repression. It strives for the conscious recognition and analysis 
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of unconscious and asocial wishes and trends- Unhke other 
methods, it makes no attempt whatever to direct the patient’s 
activities toward specific go^s. It maintains that, once energy 
is freed, the patient will himself find ’suitable social outlets. 
Many men using group psychotherapy have utilized both the 
above methods in combination (54, 59). 

Dealing with groups has a positive value in that the group 
more nearly approximates the state of the human being in his 
natural surroundings, as a gregarious animal seeking a satis- 
factory niche in his social setting. His inhibitions and repressions 
are motivated by the mores of the group, and his difficulties in 
adjustment and failures to express his emotional troubles are 
partly the results of his ability to conform to what he thinks the 
group demzmds. Place this person in a small group that is friendly 
toward him, composed of feUow sufferers, and eventually he 
win be able to express Ms aggressive tendencies, Ms hates, Ms 
loves and Ms wishes without an accompanying sense of guilt. 
By worMng out Ms problems in a small group he should, theo- 
retically, be able to face the l^ger group, that is, his world, in 
an easier manner. ' 

War Department Techmcal Bulletin 103 states that group 
therapy has advantJiges over individual therapy in dealing with 
suspicious, hostile and guilty feelings, and miniinizes personM 
feelings. Its disadvantages are that individuals may get out of 
hand, liberate too much hostility and acquire new symptoms 
through suggestion from others, wMch are real and important 
dangers. It is suggested that groups be homogeneous, patients 
being seen individually fiirst and then in groups of from 7 to 25 
individuals, meeting three to six times weekly for about one hour. 
The first few sessions should be devoted to general explanations 
of guilty feelings, hostilities, insecurities, etc., and subsequently 
individual symptoms should be discussed. 

Rome indicates the advantage of group therapy in military 
installations as follows: 

1. The similarity of symptoms relieves the therapeutic t)ur- 
den of any one individual. 

2. Tensions based on feeling imique are dissipated. 

3. Stigma is ameliorated. 

4. The doctor-patient relationsMp is eased. 

5. Emotional release is controlled. ' 

6. A too penetrating analysis is controlled. 
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7. Individual sessions may be added, if indicated. 

8. A twenty-four hour schedule avoids undirected lulls. 

9. Monotony is avoided. 

There can be no question that the patient acquires a feeling of 
oneness with the group and recognizes that his symptoms are not 
unique, hence anxiety related to his being a particularly sick or 
unusual person is relieved. However, the factors which are indi- 
cated in items 4, 5 and 6 are sacrifices which we have to make to 
group therapy, not advantages. The ideal setting is a close 
doctor-patient relationship (transference), resulting in an ade^ 
quate emotional release and an analysis, penetrating enough to 
relieve the patient of the current edition of his neurosis and to 
relate it to his past pattern of thought and behavior. 

When the group psychotherapeutic techniques used in mili- 
tary hospitals are reviewed, we find that they have several real 
advantages. They reincorporate the individual into a group simi- 
lar to one in which he lived and worked and where he felt strong 
and secure. The whole group can be reassured and given 
rational explanations regarding symptoms that they learn are 
not their exclusive burden. Common group experiences are 
valuable in dealing with irrational guilty feelings. Everyone can 
be desensitized to dangerous stimuli of combat, to which aU 
were originadly exposed. However, extensive unburdening of 
personal problems or personal reactions cannot be accomplished. 
Wender (61), from the experience of his extensive civilian 
practice, states that individual psychotherapy must be carried 
on in private interviews during the course of group treatment. 
Patients are unable to accept individual interpretations directly 
— these must be given obliquely by hypothetical statements. 
We have found in our own work that, when the patient really 
has personal problems to expose or develops transference atti- 
tudes which stimulate anxiety, he spontaneously seeks out the 
therapist for an individual interview. Actually not much time 
is saved. 

Military group psychotherapy becomes a matter of ex- 
pediency, based on time and goal. With sufficient therapists, 
who can be obtained by a special training program for general 
medical officers, the go^ of therapy is the only criterion. If it is 
desired to lift the personal load of emotional reaction to combat 
and free the man to the state of his precombat personality, only 
individual therapy is rational. The use of the same principles 
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of therapy in small groups saves little time. If all that is desired 
is merely an outward appearance of unstable normality, group 
therapy can achieve the goal. For patients who are mildly ill, 
group therapy suffices, providing care be taken to separate the 
severely disturbed from the group as their condition becomes 
apparent. 


We are extremely optimistic regarding the outcome of 
rational psychotherapy applied to the war neuroses. The 
responses to therapy of patients in our own hospital have been 
the basis of this conclusion. Yet how can these results have 
general applicability when trained personnel is so difficult to 
obtain? Even many psychiatrists are unable to carry on treat- 
ment, having spent their lives in administrative work or acting 
as custodians in state hospitals. Our needs inust be filled by the 
general medical officer, the general practitioner of the army. 
But he must be trained to know what he is doing and not, in a 
fog of confusion, use irrational or unscientific methods destined 
to harm the patient or delay his recovery. 



CHAPTER 17 


Treatment: J^arcosynthesis 


The INDICATIONS for the use of pentothal in the treatment of 
returnees are largely concerned with time. In almost aU cases 
the same material and the same emotional release can be ob- 
tained by psychiatric interviews while the patient is fully con- 
scious. This has been adequately proven ia our work with large 
numbers of patients. In the brirf period available for therapy in 
the military setting, the uncovering of anxieties and conflicts 
and the production of adequate abreactions require the aid of 
some short cut to overcome resistances. Since the military psy- 
chiatrist is short of time for individual treatment, sodium 
pentothal, is frequently utilized for the diagnosis and treatment 
of our patients. 

It is diflicult to specify definite time relationships for the 
administration of pentothal. Like every other part of psychiatric 
procedure, timing is a skiU or art based on the therapist’s intui- 
tion or “feeling” for the particular problem. As a general rule 
pentothal should be first used only when the utmost has been 
obtained from the conscious patient — ^when the physician feels 
that the pathogenic material is not conscious and knows from 
experience that the subsequent insight wiU take a large amoimt 
of time. Whai resistances occur, pentothal may be used at that 
point. Probably only half of our patients require the drug. 

The technique of administering the drug is the same as that 
employed overseas (26, 27). A 2.5 or 5.0 per cent solution is 
slowly injected intravenously until the appropriate stage of 
narcosis is reached, while the patient relaxes quietly on a couch. 
The quantity varies for each person. More is necessary when the 
patient is anxious or tense, but the usual dose varies from 0.3 to 
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0.5 Gm, Rapid injection frequently results in failure, for the 
patient may go to sleep quickly and awaken suddenly, passing 
rapidly through the optimum stage just between sleep and 
awakening. Alcoholics require excessive doses, rarely have a good 
response and cannot remember what transpires, so that drinking 
is prohibited at least twenty-four hours before the treatment. 
The patient is given the drug until Ms coimting aloud ceases and 
he begins to take deep, stertorous breaths. A trifle more is then 
given. The needle should be held in the vein imtil it is certain 
that the patient has reached and maintains the proper respon- 
siveness. If not, more may be given in the midst of the interview. 

Under pentothal the various forces within the personality 
seem to dominate the trend of associations at different times. A 
patient may start talking in an overcompensatory aggressive 
manner, denying fear, and only later break down into a weeping 
longing for home and mother. He may begin by expressing 
superego self-puni shi ng attitudes, followed by imconscious hostile 
feelings toward a comrade for whose death he blames himself. 

The depth of the narcosis may determine wMch part of the 
personality is concerned in the responses, very similarly to the 
way in which various aspects of dreams are related to the depth 
of sleep. Our experience, however, indicates that the time under 
narcosis is a more important factor, since the deeper levels of the 
personality speak later in the pentothzil interview after resistances 
are overcome, even though the narcosis is then lighter. 

No patient is given pentothal treatment without adequate 
preliminary interviews, until a good grasp is obtained of the 
factual material regarding combat and past life, or until a good 
transference relationsMp has been established by the physician. 
The patient is given a crucial verbal stimulus to start him talking, 
one that deals with a traumatic experience or, if possible, a 
situation associated with Ms emotional disturbances. Sometimes 
a specific harrowing mission is chosen to start up his associa- 
tions. Actually the beginning is not too important, for the patient 
will eventually talk about Ms important isolated memories and 
emotions. 

The best method is to start the patient talking and let Mm 
continue iminterrupted m spite of associations leading him far 
fiom the subject of war. He should be xuged to continue if he 
hesitates to recount severely traumatic incident? or if he blocks 
by repeating, like a broken record, details precedt^ a crucial 
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experience. If silences last too long or if the patient seems to have 
gone to sleep, he may be stimulated anew. In other words, resist- 
ances occur imder pentothal as well as in the conscious state and 
the therapist must put the patient under pressure to overcome 
them. Psychiatrists accustomed to the method of free association, 
and not disturbed by silences, have no difficulty in following this 
method. Younger medical officers cannot endure silences and in 
spite of frequent admonitions break into the patient’s stream of 
thought with questions directed by their own curiosity and 
associations. This is not good technique. Especially is this true 
for returnees, in whom the relationship of combat experiences 
and past life is so important for subsequent therapy. 

There are certain specific differences between the results that 
we obtained in this country, working with returnees, and those 
previously reported in the battle zone. They may be enumerated 
2 is follows: 

1. The material is frequently recited in the past tense, 
although, when the emotion becomes intense, the patient not 
only speaks in the present tense, but also vividly lives out the 
situation with all the excitement and tenseness of that time. 

2. The patient is often fully oriented and aware that there is 
a doctor in the room, to whom he .sometimes directs his remarks. 
In the height of emotion this fixity to the environment is lost and 
he acts as if he were in his , plane, the doctor becoming the 
copilot or another gunner. 

3. The abreaction is achieved with much more hostility, 
when present, than we ever heard overseas, where fear dom- 
inated the material. Here, the hostile resentful attitudes toward 
specific individuals, especially ofificers, and toward the army are 
freely expressed. 

4. The material is not restricted to combat situations or 
scenes, but associations from the patient’s past, his childhood, 
his family life and the current life setting are freely intermingled. 
The rdationship "between combat stress, interpersonal problems, 
p^t difficulties and current problems clearly indicates their 
dynamic ties. 

5. Qjiahtitative values of interacting trends can be estimated 
^ they ' are expressed in the same session. The relationship be- 
tween regressive dependent needs and self-respecting ego forces 
a nd even overcompensations often becomes quite dear as the 
different portions of the personality are e3q>ressed in associations- 
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Likewise, hostilities and superego punishment because of guilty 
feelings may appear clearly in relation to each other. 

After the pentothal has worn off, the patient is pressed to 
recapitulate, while conscious, the material which he abreacted 
or remembered while under narcosis. He frequently states that 
he cannot remember what he has said but with pressure most of 
the associations can be recalled. In many cases no urging is 
necessary. For other patients gaps in the material must be filled 
in by the therapist to the astonishment of the patient, who 
surprisedly asks: “Did I say that?” It is often necessary to give 
pentothal more than once, sometimes three and four times, when 
there is a great quantity of buried material. Sometimes a single 
treatment is completely effective. We often use pentothal to 
verify our impression that nothing more of importance is re- 
pressed or isolated, or to discover the effect of therapy on the 
underlying attitudes and emotional trends. 

We have stated many times that the emotional expressions 
evoked under the influence of pentothal must be considered 
usually as an abreaction, which is rarely curative in itself but is 
the necessary beginning to the attainment of insight. Sub- 
sequent interviews, interpretations and “working through” 
are necessary in almost every case. For this purpose the patient 
should be able to remember, or to recall to memory by persua- 
sion or forcing, at the same session or at later interviews, his 
emotional abreaction. Otherwise the episode has been only an 
eruption or explosion of tension, which is certain to rebuild, and it 
is therefore of only temporary benefit. For this reason the facul- 
ties' necessary for memory or recall must be intact. Abreactions 
spontaneously lived through under alcohol are nontherapeutic, 
as we have learned from our patients who, while drunk, explode 
terrific hostilities in neighboring bars. For the same reason, the 
method of using ether to facilitate abreaction has no lasting 
value. Ether or alcohol narcosis may make the patient more 
susceptible to hypnotic suggestion, but not to insight. 

It was not the property of inducing an affective abreaction 
that led to the use of the term “narcosynthesis” to describe the 
effect of pentothal. It was the fact that under the influence of the 
drug and during the process of abreaction, although not fully 
conscious, the ego, devoid of the stress of anxietyj synthesizes 
some and often much of the important isolated and pathogenic 
material into its main body. It is as if the emotions or the memo- 
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lies had been, separated from the active ego forces as in a hys- 
terical dissociation, because they had been too threatening to 
the ego’s stability or productive of terrifying and unendurable 
anxiety. Under pentothal the ego can accept the relatively 
smaller doses of anxiety, decreased by the sedative effect of the 
drug, especially since the emotions are not primary but “re- 
lived.” The ego is supported by the therapist and his strength 
(transference), and under the quieting effect of the sedation 
does not react to the emotional reliving as if it were so very 
dangerous. For all these reasons the ego-alien abreacted emo- 
tional experiences can be synthesized and reaccepted by the ego. 
It is as a result of this phenomenon that certain patients after 
a single session under pentothal, followed by very little or no 
interpretation, and apparently amnesic for their abreaction, 
make a complete recovery in that they lose their symptoms and 
feel well again. Examples of this may be seen in cases 30 and 34 
of chapter 11 and case 61 to be described. 

But narcosynthesis is not only the process of recapture by 
the ego of alienated ideas and emotions. It is also the synthesis 
of related feelings that have been separated by the process of 
dissociation. Thus, under pentothal, hostility and fear may be 
recombined as derivatives of a reaction to the same stress. The 
patient becomes aware that his anger is due to his being left 
improtected in a fearful situation. 

The intravenous use of barbiturates for the purpose of ob- 
taining information from schizophrenics, especially of the cata- 
tonic type, was first described by Bleckweim (5) in 1930 and 
Lindemann (38) in 1931. They used sodium amytal, which 
produces narcosis slowly but with long-lasting effect. After the 
effect of the drug wore oflF, the patient would relapse into his 
previous state and usually sleep for several hours. Gradually 
sodium amytal came to be used extensively for many psychiatric 
conditions, such as amnesic states and malingering, and in 
retarded persons, who foimd it difficult to verbalize, for the 
purpose of obtaining iirformation of value to the psychiatrist. 
Sodium pentothal has only the advantage of faster action of 
shorter duration, so that the interview may be continued in the 
conscious state when the patient awakens. He does not have to 
sleep or to continue dangerously imcontroUed associations for 
several hours and can get back to his ward alone or continue 
his activities without more attention. 
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At the present time, aside from the method of narcosis 
therapy (continuous sleep), the use of intravenous barbiturates 
is dignified by three different terms: narcoanalysis, narcohypno- 
sis and narcosynthesis. Each of these denotes a specific goal of the 
therapist using the drug. Narcoanalysis brings to verbalization, 
while the subject is partially asleep, repressed material which 
it is otherwise not possible to obtain quickly (63). In this manner 
of functioning it is also a diagnostic procedure (cf. cases 20 and 
21). These memories may be expressions of ideas previously 
forgotten and isolated from associated conscious emotional feel- 
ings, or they may be emotions related to conscious ideas. The 
process of remembering the emotions is usually violent, or at least 
dramatic, and has been termed “abreaction.” 

The British, especially Sargent (52, 53), use intravenous 
pentothal to induce what they call “hypnoanalysis” or “narco- 
analysis” (33). This is a chemical hypnosis in which the patient 
does not give vent to buried material, but in which the therapist 
induces strong suggestion for cure of the patient’s disability 
without uncovering or working through the etiologic psycho- 
dynamisms. Although the method of drug administration may 
be identical with that in narcosynthesis, the psychiatric tech- 
nique is quite different. The only resemblance between hypno- 
analysis and narcosynthesis is in the use of sodium pentothal. 

This subject cannot be left without a brief discussion of 
hypnosis and its relation to neircosynthesis. We cannot meike any 
statements based on experience, because in our capacity as army 
psychiatrists we have not yet felt free to use hypnosis in view of 
the public’s misimdersfemding of the method and its association 
with nonmedical theatricals. We can only make comparisons with 
the work of others. Hadfield’s (28a, 42) statements, however, 
require answering. Our patients are hardly ever afraid of “the 
needle.” Contrary to his statements, pentothal properly used is 
more frequently successful in causing abreactions and removing 
anmesias than hypnosis. There have been no accidents with the 
use of pentothal in hundreds of cases, and, with the small dosage 
necessary, never any toxic effects. Hadfield unfavorably com- 
pares pentothal and subsequent free associations, with hypnosis 
and association, stating that the drug is a “crude though some- 
times necessary assault on so sensitive an organism as the -mind, 
and, in spite of its abreactive value, often leaves the more Ipasic 
moral problems unsolved.” This criticism we camnot answer 
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because we do not understand the differences between the 
assault of pentothal and hypnotic transference, nor do we know 
what the writer means by “moral problems.” 

On the other hand, after studying the work of Fisher (16) ' 
and Brenman and Gill (7), we believe hypnotism, when per- 
formed in the manner of inducing abreactions and effecting 
adequate synthesis, is of no less value in therapy than narco- 
synthesis. But we do not subscribe to the hypnotic technique of 
treating symptoms eind forcing their disappearance by strong 
suggestion. The use of pentothal to induce a hypnotic trance 
and to suggest the disappearance of symptoms is equally ob- 
jectionable and is not rational therapy when lasting effects are 
desired. 

This brin^ us to the question of the source of the material 
brought forth in pentothal abreactions. Is it unconscious, 
preconscious or suppressed? It is all of these. We elicit material 
that the patient knows and struggles to keep secret from himself 
as well as others. Preconscious material, subject to recall but 
temporarily forgotten, is also brought rapidly back to conscious 
memory. Unconscious, isolated or repressed material comes 
freely to the surface. This is usually directly exposed, but is 
sometimes disguised, as in associations during psychoanalysis, or 
for that matter even in dreams. As long as there is an ego func- 
tioning during a state of wakefulness, sleep or partial narcosis, 
unconscious drives will be expressed with some degree of dis- 
tortion. They always need interpretation in the light of their 
symbolism, associations, temporal connections and a host of 
other factors. However, so undistorted are they in narcosynthesis 
that the therapist is aware of their meaning aiid the patient also 
is often able to interpret them correctly without knowingly doing 
so. This work of the ego is part of the process of synthesis. 

Under pentothal the associations of the recent traumatic 
experiences, the past personality and early experiences of the 
patient are dearjy brought out. Infantile memories are not 
reconstructed nor are they desired. Our task is to alter quickly 
the undesirable effects of war. At the same time a suflScient 
TTinbili^ratirHi of old patterns enables a beginning to be made 
toward > a fundamental personality reorientation in the light of 
recent life experiences. 

The reader is referred to examples of narcosynthesis described 
in detail for cases 19, 30, 33, 34, 40 and 41. The following report 
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illustrates a narcosynthesis in which a psychological and somatic 
reliving took place. 

Case 61: Narcoymthesis during which the visceral concomitants of 
severe reaction in combat were repeated. 

This patient suffered from subjective anxiety, insomnia and 
loss of appetite. The details of his history need not be recapitu- 
lated for our purposes. The psychiatrist, after inducmg narcosis, 
said: “We are south of Rome. The enemy motorcycle is on the 
road. Tell me what happened.” 

“I came down. We split up into twos. We saw the Jerry truck 
on the road. We started to strafe them and then just before the 
rendezvous, I saw this motorcycle driven by a Jerry racing for 
town. I went down, strafed him and then leveled off above the 
trees. Then I got hit. It came in the right side of the cockpit. It 
made me lose my senses. I must have been out for a second or 
two. Then I came to. I was going to get two Jerry trucks on the 
road, but when I got hit I thought I was a goner. I pulled back 
on the stick and got up to about 6,0.00 feet. I was going to bail 
out even though I was over enemy territory. I didn’t like it. 
I looked at my rip cord but it was shot in two. It was terrible. I 
felt like I was going to faint.” 

At this point the patient complained bitterly of pain in his 
abdomen, stated that he felt like vomiting and began sweating 
profusely; his face was a green-grey color; his pulse was nearly 
150 per minute, and its volume was very poor. The therapist 
turned the electric fan on him and told him that the canopy of the 
plane was now open and that he should breathe deeply — ^that 
that would make him feel better. The patient exclaimed: 

“That’s better, that’s much better now. I can feel the wind in 
my face.” 

Within a few minutes the sweating abated, his color returned, 
and his pulse improved in volume and became slower. The 
patient, for two or three minutes, had presented the picture of a 
typical peripheral circulatory collapse. 

“You’re much better now — you’re not going to faint. What’s 
happening now?” he was asked. The patient then replied that 
he was heading back to the airfield but was not sure that he 
could make it. He told in the past tense how badly he was 
bleeding from- his numa-ous flak wounds,, how cold he feltemd 
how much pain he had. He then described how he tried to get 
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his wheels down, but failed and had to make a crash landing. 
“I saw the crash truck. They put me into an ambulance. I 
was covered with blood and I hurt all over. They x-rayed me and 
sent me to the operating room and gave me ether. That made 
me feel good. I woke up early the next day in a hospital bed. 
Two days later they operated on me again.” 

At this point the patient was told that he was making a 
splendid recovery emd that in a short time he would recover 
completely from the accident. The therapist told him that his 
combat experience, in which he distinguished himself so well, 
was now behind him and that he was in a safe place where he 
would be given every opportunity to recover before returning 
to duty. The patient said, “I want to go back to duty. I’m crazy 
about flying. I wish this had not happened. I used to be so 
much stronger than I am now. I see fellows as tall as I am who 
are built so much better. I used to be Kke that.” 

The patient entered the office two days later, smiling and 
enthusiastic. He stated that he felt very much better and ex- 
pressed eagerness to fly at the earliest possible moment. He was 
asked to what he attributed his sudden improvement and he 
said, “I think that injection you gave me the other day helped 
me a great deal. Since then I feel very much less nervous. I’ve 
been sleeping like a log and positively eating Hke a pig.” 

This pentothal narcosynthesis was one of the most dramatic 
reliving phenomena that we have seen. The patient actually 
went into a state of “shock” with peripheral circulatory failure 
as he relived the experiences of being shot during combat. The 
material at first was expressed in the past tense, was interrupted 
by a “living through” and was ended in the past tense. That 
synthesis was accomplished without intapretation is evidenced 
by the striking improvement shown by the patient at his next 
interview two days later. The patient made a complete recovery. 
This history indicates that synthesis by the ego of a dissociated 
fear of death, sufficiently complete to effect a cure, need not be 
accompanied by conscious insight. It is not necessary for the 
patient to be able to express verbally what he has learned. Learn- 
ing occurs just as surely at an unconscious level. 


The next case demonstrates an adequate abreaction, but 
recovery was effected only after subsequent psychotherapy. 
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Case 62: Pentothd interview with considerable emotional abreaction of 
hostility in a very brave man. 

“Tell me about your ninth mission,” 

“Lt. Jones got it by our own bombs. They knocked his wing 
oflf. He was a nice fellow. He was a good friend of mine. Shot 

down because that s p b Colonel, kept us over the target 

fifty-six minutes. He didn’t know a g — d — thing about combat. 
There were 1250 ships in the sky. Out of our own, 12 were lost. 

The dirty b ^d. We were flying 12,000 feet. We were riding 

around in circles. We lost our target and flew fifty-six minutes 
over the target with our bomb bay doors open. Then I saw 
Adam’s ship. The right flag on his bomb bay doors was down. 
We dropped our bombs. I was anxious to get rid of them be- 
cause we were hit. Jones got it then. He slept next to me in the 
barracks, a nice fellow. He was burning in his parachute. I 
knew before he got halfway down that his ’chute would be all 
burned up. Then we were attacked at 12 o’clock — six 109’s and 
one 190 came in. Joe (pilot) called me up; I reassured him; I 
told him I had a bead on them. One after the other came in. 
I must have shot over fifty rounds — ’they missed us in the first 
attack but then they got our no. 2 engine. Then they started 
coming again, the German b_!ds; they came again and I 
poured again. Another ship went down and then my gxins 
jammed and I was in the nose. I tried to charge the guns. We had 
six ships in the element, three were already shot down, but one 
boy was on his first mission. Joe was just a Idd, but he was a man. 
He was the chief of that airplane. He yelled at A1 (copilot) if he 
got too tight. Al was only 21. My guns wouldn’t work — ‘John, 

John,’ — ^no answer. The g d CJermans had shot out our 

communications. John was in a fog, with that look of fear on 
his face. I asked him to help me with the guns. He couldn’t 
move; he was paralyzed. I charged the guns myself. The Ger- 
mans came again. My gun wouldn’t shoot. The top turret 
stopped firing. He couldn’t take the gun off; I finally ^d. The 
Germans came in. Joe wasn’t flying; Al had taken over. No. 1 
and no. 2 engines were out. I kept my head against the 2 inches of 
glass dome. It wouldn’t stop marbles. We got six attacks like 

that. I was amazed I wasn’t killed. One b ^d hit the glass; it 

shattered aU over my face, cut me up—rl thought I was dead. Al 
gave power to the two good engines. There was no power on 
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either side. We turned over on our back and went into a spin. 
I couldn’t get out of the turret. I was working our guns all the 
time. Then the bell rang to bail out.; I needed help to open the 

back door. I told John to help me. He couldn’t, dirty b ^d. It 

wasn’t his fault. He was in a daze. I told John, ‘Get your ’chute.’ 
He was sitting down. I couldn’t get past him. I had to crawl 
over him and get his ’chute and put it on him, aU the while we 
were spinning. I put my own ’chute on. John eind I never got 
ailong. I told John, ‘Jump.’ He didn’t move. Then I threw him 
out. Then I got ready to jump. I looked up into the nose of the 
ship to see if I could see the pilot or the copilot — I couldn’t see 
them. Then I jumped. It weis an ordinary feeling, my ’chute 
opened. I held on to my rip cord, almost broke my neck when 
I opened it. Then I, looked up to see if the ’chute had opened 
and I saw om plane coming down on top of me. I struggled 
like a crazy man to get out of the way. The wing tip hit the top 
of the ’chute and collapsed the ’chute. I thought this was it, 
but then like a miracle the ’chute opened again. I was glad 
because I was braver than John. I landed and looked up and 
saw fellows floatiag out of the ships. I landed in the woods, 
hurt my back in the middle of a forest. I got up and called to 
Joe and Al, but no answer. I started to walk. About 200 yards 
from the plane I heard people shouting, then I saw Germans 
coming toward the plane. I took out my waiUet and ripped up 
the pictures of my mother and father. I was afraid of these Nazis. 
I had £16 in English money, I couldn’t move because they were 
guarding the plame. That night I went toward the plane — ^it was 
sitting like a big bird, and an ugly stench came out of it, the 
smell of dead people. Then I made my way down to the village. 
No one could see me. I sneaked up to a house. A farmer came 
out. He had a wizened look. He grabbed for my wings but I 
didn’t have them on. Then I showed him my identification tag. 
He gave me cider and eats. Then he took me a mile from his 
house and stu<i rhe in a stable. He didn’t come back. The next 
day I waited until night. . I was dirty and I was hungry and 
miserable and I went back to his house. I was finally picked up 
by the organization. They gave me a bath and a shave. I was 
feem by an English spy, who certified that I was an American 
flier. Then we were sent to Paris. I stayed with a schoolteacher. 
One day we were having coffee in his hving room and two Ger- 
man M.P.’s came in. We were scared but the Frenchman used 
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his head; he invited them in for coffee and introduced us ais his 
firiends. On the way to the border a Gestapo agent sat next to 
me on the train. I was in Paris for six weeks. The g — d — planes 
began to bomb Paris then — almost every night they bombed us.” 

Evdi the words without the expression of intonation, lost in 
writing, indicate the intensity of this Lieutenant’s feelings under 
stress. He behaved bravely and efficiently even though anxious. 
Most of the emotional expression was one of hostility against 
the poor leadership and the weaker members of the crew. The 
patient attempted to save John at the risk of his own life, although 
John and he never got along well. From this abreaction the 
patient was able to synthesize many of his repressed fears and 
hates and to become conscious of both, but subsequent interpre- 
tations and working through were necessary to relieve him of 
depression and anxiety. 


The next case reveals the relationship of a specific incident to 
the formation of the symptom. 

Case 63: Pentothal treatment unearthing the relationship of a specific 
incident in combat to a conversion symptom. 

A 23 year old Sergeant was overseas for ten months and 
completed fifty naissions. The second mission was very difficult; 
on it he lost two good friends. He developed nightmares and 
dreams of combat but he stifled his desire to see his Flight Sur- 
geon. He entered our hospital depressed and restless with no 
interest in anything, complaining of a peculiar black spot before 
his eyes in the shape of a plane. The patient was worried about 
his future and scared of flying. He had a phobia for flying with 
green crews. 

Under the first pentothal treatment he told about a difficult ‘ 
raid and then complained that his eyes were burning. He told 
about his brother in the marines and his buddies who were killed. 
A great deal of envious hostility toward the brother was loosened. 
Following is the second pentothal abreaction: 

“I’m goin’ over Bremen. We’ve knocked out of formation. 
We lost an engine going over France and one engine over the 
target when the fighters hit us. 

“I’m no good — ^throw me out. I can’t see. We’re still over 
Bremen. Something happened. Something in front of my eyes. 
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He’s going to crack. He’s going to crash into us.” ("Who?”) 
"An ME 109. Get the hell out! Just get out of his way. George, 
you’d better come back and take over for me.” (“Where are 
you going?”) “Gettin’ the hell out of here. I’m no good. I 
can’t see a thing. I can see a little now. They’re coming in again. 
There he goes, George. There go the pieces. Flames. There’s 
more of them. Wish I could focus my eyes. That flak. Something 
just blew. The whole tunnel’s apart.” (The patient’s eyes were 
troubling him from their first mention.) “They blew 2 ill the 
plexiglass out. My God! My eyes are leaving.” (“Don’t you 
have your goggles on?”) “Yes! I’ll get them on as soon as I clear 
my eyes. We’U never make it back today. We won’t get to 
London after all, George. There’s one coming after you, George. 
He just peeled off. They’re coming in low — ^watch me, Gus. 
Fred, look out — ^there’re ten of them lined up. Oh my Gk)d ! My 
eyes are O.K. now, Doc. I can see as good as ever. I thought 
I wais going blind. That burst was too much for me. I suppose 

I’m going to be grounded now, g d My hands are O.K., 

George. Doc said I’d be grounded for three weeks. Here’s your 
ship — ^it’s all shot to hell but we got ’er back. Hope we don’t 
have to go over that place again. Three times is too much. 

“Whoever said a B-24 couldn’t get back on two engines. I’ve 
got thirteen missions, fellow. We just got back on two engines. 

Tell him, George. Tell this ignorant s o b , George. I’m 

one of the original crews. You get the air medal for five missions. 

I got thirteen. Now go peddle your s somewhere else. Don’t 

scare these green crews. Let me hit him just once more, George. 
When he gets a few under his belt, he’ll wise up. 

“You know, George, my eyes never cleared up. I see spots 
and think they’re fighters but when I aim at them they’re gone. 
I don’t trust them ainy more. I’m no damned good now. Sure, 
I know guns. I can’t pick out fighters. What the hell good am I? 
I’ll get on another crew. You guys are too far gone to bother 
with me. O.K. I’U sleep it oflF and we’U talk about it tomorrow. 
You’re stickin’ your necks out. You’re a swell bunch of fellows 
or you’re crzizy. O.K. Good night.” 

The patient was asked about his blind spell in an effort to 
determine the cause. Although the plexiglass was blown out, it 
wtis doubtful whether it injured his eyes. The patient had a 
definite feeling of guilt about this, blamed himself and worried 
about whether or not his eye trouble would come back again. 



402 THE REACTIONS AFTER COMBAT 

The fact that he was tail guhner made him worry for the seifety 
of his crew even more. He told nobody about it. “I shouldn’t 
have done it. I was ^aid to go to the Flight Surgeon after that 
and teU him I was scared.” 

The next day the blind spell was discussed. Hie plexiglass 
that blew out apparently did not touch the patient. He worried 
about his capacity to carry on as a tail gunner and was afraid 
to tell the Flight Surgeon that he was scared. The incident 
happened just as an ME 109 made an attack on the ship and 
patient was afraid it would crash into him. He said that since 
then he had had a “spot” before his eyes which resembled a 
plane. The Flight Surgeon had told him it was probably a piece 
of flak. When he realized that the scotoma was related to fear 
of the attacking enemy plane, he lost his depression and became 
interested in his surroundings and active in the convalescent 
program. He also lost his visual difficulty tind was returned to 
flying duty. 

The peculiar conversion symptom of spots before the eyes that 
looked like planes was found to be related to a specific threaten- 
ing incident in combat- This was fixed in ids mind by the unwise 
treatment by his Flight Surgeon. Yet the patient within himself 
knew of his conflict based on fear and felt depressed because of 
his sense of fciilure. Rapid recovery ensued after the relationship 
between the stimulus and the symptom was discovered. Subse- 
quent psychotherapy allayed the patient’s depression. ' 


The following cases demonstrate the discovery under pento- 
thal of old etiological conflicts which were stimulated by combat. 

Case 64: Pentothcd-induced abreaction, indicating the relation of guilt 
to unconscious current and past hostility. 

A B-25 pilot flew forty-eight missions in combat. After the 
death of a fiiend, Lt. Graves, he anticipated disaster and became 
fearful of flying. He felt very guilty about Graves’ death, for 
this pilot had taken his place in -formation when he was forced 
to turn back because his gunner had shot out the tail. Since this 
fatality, the patient frequently dreamed he was going down like 
Graves. ' He developed insomnia, restlessness, tensen^ and 
marked claustrophobia for staterooms, elevators, etc. 
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The patient was anxious, fidgeted and attempted to minimize 
his feelings, but admitted the claustrophobia, which had devel- 
oped after thirty missions. He began to feel very imeasy when 
the seat in his plane wouldn’t move back and he was afraid he 
couldn’t get out if necessary. At the end of forty missions he 
went to a rest camp emd got stuck in the elevator. On his return 
home he became panicky on the boat in his stateroom below 
deck, and later in automobiles zmd at movies, as wdl as in pull- 
mans. He had to take his wife with him’ because of the need for 
her protection. 

Under his first pentothal treatment, he discussed some of his 
harrowing experiences, during which he saw some of his firiends 
shot up, after which he developed considerable anxiety. He 
cried while under the influence of pentothal but objected to the 
therapist pointing this out to him, saying that he never cried. 
He said that he even flew two missions with a severe abdominal 
pain, which turned out to be an acute appendicitis, for which 
he was operated upon. He indicated that he had to be sure that 
people didn’t think he was a siay. Graves’ plane was shot up 
because he was in the patient’s position. Several missions after- 
wards, the patient found his seat jammed, couldn’t find things 
in their places, fumbled and seemed confused. 

Under the next pentothal treatment, he described how Graves 

went down. He was tearful again, saying, ‘^Those b ds will pay 

for it,” as though he were promising that he would avenge him. 
It seemed as if Graves could not get out of the plane and he 
frequently dreamed that Grav^ was struggling in his seat; he 
thought his own phobia was connected with this accident. When 
his feelings of guilt were held up to the light of reality, he began 
to improve and could ride on elevators and attend a movie with- 
out difficulty. It was pointed out to him that he identified him- 
self with Graves struggling in his seat because of his strong guUt 
feelings and he was urged to talk about his relationships with 
Graves. He be^an to indicate certain critical feelings about 
Graves, who was first pilot or “big dog.” The patient stated that 
he.had to catch up with him in Ms missions because of the time 
kffit feaving the appendectomy, therefore he flew every possible 
mission despite the Flight Surgeon’s warning that he was over- 
doing it. He always compared Ms score with Graves; he was 
envious that his firiend’s mimber of missions indicated that he 
was going home sooner. After Graves’ death he couldn’t accept 
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the position, of an element leader because of his feeling of guilt 
related to. competitive feelings. After these interpretations the 
patient’s claustrophobia disappeared. 

He then brought up considerable material about his feelings 
toward' his father and how he had a sense of relief when his 
father died because then he could be independent. His competi- 
tive feelings toward his father were brought out in connection 
with the same feelings toward Graves. He remembered that his 
father jJways told him when he was teaching him to box or do 
things, ‘Now, don’t be a sissy.” It was pointed out tha^ he was 
stimulated by his father ^ong masculine lines beyond his 
capacity, which brought into conflict the desire to be protected 
by his father. He remembered that his father used to say to him, 
“Always try to be a man.” 

This patient had developed several very restricting phobias, 
which were spreading rapidly. Under pentothal he abreacted 
freely and disclosed a conflict between his dependent trends and 
a strict standard of conduct imposed on him by his father. 
Furthermore, hostility to the pilot whom he mourned with 
irrational guilty feelings was found to be a derivative of earlier 
ambivalence toward his father. The patient was discharged 
back to duty. 


Case 65: Reconstruction of amnesia by pentothal and exposure of an old 
unresolved conflict restimulated by combat. 

A 29 year old B-24 guimer had completed twenty-five 
missions, including the first Ploesti raid, his fifteenth, after 
which he had to force himself to fly. His chief complaint was 
marked tension, with excessive drinking for relief. Prior to this 
he had suffered minor flak woimds. 

The Ploesti raid was the first that reaUy bothered him. His 
formation flew in very low and many planes were knocked out. 
Among them were several flown by his best friends and tent- 
mates. Although he forced himself to fly every few weeks after- 
wards, tension within him reached such a point he felt Uke 
exploding or going “wacky” and he had to drink to excess. He 
remembered few details of the raid; it all seemed so vague and far 
away. 

However, imder pentothal every detail was reconstructed ih a 
vivid manner: the flak and the roar of guns hidden in houses and 



treatment: narcosynthesis 405 

haystacks. They flew so low they could see peasants in colorful 
costumes waving to them, girls bathing in the nude. He could 
not bring himself to strafe the civilians. Over the target he saw 
a man come out of a building, close the door and run across the 
yard. He was an old man dressed in brown and the patient was 
sure he was killed by fifteen second delayed action bombs. He 
talked about other instances of bombing and strafing towns and 
his horror of killing civilians. It reminded him of deer hunting; 
his thrill at the instant of killing and his regret afterward. The 
old man in brown made him think of his father and he talked 
of his family. When he was 8 years old, his parents separated, 
and he felt badly and embarrassed at not having a father. 
When he was 10 years of age, his parents were divorced, about 
the time that his father taught him to shoot on a range. He 
developed a “screwy” thought that father would kiU him, and 
became fearful of him. 

During his next pentothal treatment, the patient told about 
his childish maternal grandfather, whom he visited in a mental 
hospital, and his thought of how much better it would be to put 
insane people out of their misery. He had no recollection of 
grandfather’s death or his funeral. He had the same feeling 
(disgusted) in the insane asylum as he had on the Ploesti raid. 

This patient experienced a revival of old anxiety related to his 
inner hostilities, when he became involved in the killing of 
civilians. These hostilities were evidently originally concerned 
with his relations to his father and grandfather. Because of the 
speed of low-flying bombers it was not likely that the patient 
could have recognized the isolated figure of a man and been 
able to describe Kim so accurately as to age and clothes. The 
association of the civilian with his father indicated that, as 
aggression was mobilized, the old target of his infantile hostilities 
was projected to the civilian, who then appeared to resemble the 
father. The material that flowed from this patient, under pento- 
th^, although stimulated by combat, indicated an old unresolved 
conffict toward father figures. The symptoms were evidences of 
guilt. After the release of this material, subsequent interpreta- 
tions gave insight, and the patient recovered and returned to duty. 


In this chapter we have demonstrated by case reports the 
use of pentothal to facilitate abreactions as the initial phase of 
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insight, but necessarily followed by appropriate psychotherapy. 
We have seen that the abreactions in returnees expose consider- 
able unconscious hostility toward father and brother figures as 
contrasted with more fear abreactions in patients overseas. In 
this respect verbalizations are even more successful in relieving 
repressed aggressions with insight than Simmers technique of 
permitting patients to destroy straw effigies of officers. The 
relationship of the pattern of the neurotic reactions to the previ- 
ous personality and past experiences becomes clearly expressed 
and the etiological significance of habitual ambivalent attitudes 
toward father and brother representatives almost always be- 
comes apparent. The capacity of the ego to synthesize the 
material (which is more important than the abreaction), 
released from its isolation, is not determined by the patient’s 
ability to verbalize insight or to repeat the material in a conscious 
state. The ego often synthesizes and learns unconsciously; hence 
the term “narcosynthesis.” Many symptoms disappear spontane- 
ously and recovery occurs directly under pentothal. Yet even 
then a subsequent working through of the material is helpful in 
strengthening the ego’s grasp on the emotionzil drives. 



CHAPTER 18 


Adjunctive Treatment — Results of Therapy 


In the early days of psychiatry, symptomatic medication was 
all that was available for the treatment of “diseases of the mind.” 
Palliative remedies, consisting largely of tonics and sedatives 
were utilized for therapy, as in other fields of medicine. As the 
psychogenic and emotional factors in etiology were discerned 
ahd gradually understood, rational psychotherapy replaced 
these drugs. But the resistant organicists never ceased to search 
for mechanical, operative or pharmacological remedies in the 
hope of cure by altermg hypothetical stmctural abnormalities 
of the neurons. From these endeavors we received the mixed 
advantages and hazards of electric shock therapy, prefirontal 
lobotomy, and metrazol and insulin shock. 

The urgent need in wartime for the rapid treatment of large 
numbers of soldiers encouraged the revival of symptomatic 
remedies, and techniques designed to cover up emotional 
reactions with the tacit assumption that invisible symptoms do 
not exist. We do not here refer to measures employed in ex- 
haustion centers or rest camps for the treatment of true fatigue 
states by drug-induced sleep, warmth and good food. Fortu- 
nately, the standard operating procedures of these treatment and 
sorting centers include evacuation of soldiars, not recovered in 
approximately five days, toward the rear to psychiatric hospitals, 
BO that there is no danger that psychiatric casualties are not 
adequately treated (42). 

Electric shock treatment has been applied at rear hospitals in 
some theaters of operations. Psychoses developing in military 
personnel who have had previous attacks, or who have been 
precipitated into illness by military rather than combat life, 
often present serious problems when attempts are made to 
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evacuate them, by ship to the United States. Shock therapy has 
quieted many of these men so that their transportation is easier. 
However, combat causes many psychotic-like states of dissocia- 
tion of the personality, erroneously diagnosed as malignant 
psychoses, sometimes schizophrenia, and they too have been 
shocked in the name of therapy. Since the treatment had been 
successful in some cases, it was applied to the milder and purely 
neurotic reactions. Many reports will undoubtedly find their 
way into the literature, indicating beneficial results. It is difficult 
to criticize even palliative therapy, but it must be pointed out 
that, although these patients are quieted and symptoms are 
ameliorated, they cannot be returned to duty, but must be 
evacuated home. It is a sad commentary on medical science 
that a man suffering severely firom a neurosis precipitated by the 
.horrible stimuli of battle should be treated with another shock 
in the form of an electrically induced stimulus producing imcon- 
sciousness! In our previous work (57) we have used shock treat- 
ment cautiously and infrequently in certain intractable cases, 
only when no other therapy was effective. The Air Forces have 
interdicted shock for flying persoimel overseas or in this country. 
Fortunately our regulations forbid men who have had a con- 
vulsion to fly. 

Pharmacotherapy 

Narcosis or continuous sleep treatment has been used extensively 
in some theaters (53) and for patients in the Eighth Air Force. 
Hastings, Wright and Glueck (29) reported favorable results 
with this method and indicated a high percentage of recoveries 
and return to combat duty. Unfortunately, control of their results 
was impossible and subsequent reports from the same Air Force 
are less optimistic. We were unable to obtain benefit for our 
patients in the Mediterranean area by means of contihuous 
sleep treatment. Nevertheless, we attempted this same treatment 
on returnee patients suffering from war neuroses. The one 
difference between these patients and those treated overseas 
was the greater time that had elapsed after the onset of the 
neurosis, although returnees were treated within a month or 
two after having been removed from combat. Counteracting 
this disadvantage was the fact that our patients were out of the 
dangerous combat situation and were back home. 

A total of 20 cases was treated with continuous narcosis, 
^dium amytal, given by mouth tmd intravenously, was the 
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drug of choice, supplemented by paraldehyde and sodium pheno- 
barbital. The length of sleep varied from twenty-seven to one 
hundred and ten hours. Since the details of the technique are 
standardized and clearly stated in other publications, they will 
not be discussed here. All our patients received simultaneous and 
subsequent psychotherapy. Out of 20 patients, only three showed 
some improvement, the majority being unchanged or made 
worse. There is no need to recount the histories of these narcosis 
patients, since they were typical samples of previously cited neu- 
roses. Almost all of them were subsequently separated from the 
service, imfit for further military duty. Improvement in a few 
cases was not sufficient to warrant return even to limited service. 
Some patients were made worse by the treatment, because the 
sleep and individual nursing attention excessively gratified a 
craving for dependence and thereby increased the regressive 
trends. Sleep was a surcease for their troubles and they were loath 
to awaken. Any self-respecting component of their personalities 
was further weakened. 

However, there is another reason why deterioration occurs 
under the continuous sleep treatment. This is related to the 
long period of deliriixm dinring the semiawakened state in which 
the patient is fed and attends to his toilet. Unlike the brief 
narcosis under pentothal, the sleep state itself is associated with 
longer periods of delirium. In such a delirium, without the con- 
stant support of the therapist, the quantity of anxiety mobilized 
may be extremely great and may overpower the ego, which is 
at least partially asleep. Thus the prolonged and uncontrolled 
sleep is fraught with danger. As a result, the patient looks back 
on his treatment as days of nightmare-like horror alternating 
with periods of relief. Because of our poor results, we abandoned 
this type of therapy and believe that the reported excellent 
results of previous observers require rechecking (36). 

Since ergotamne tarirate has been recommended as a useful 
drug in the treatment of “battle reaction,” it was thought that 
it might prove valuable in the treatment of “operational fatigue” 
(war neuroses) in flying personnel returned to this coun^ 
from combat. This work was carried out in our hospital with 
the . cooperation of Russell J. Spivey (28). 

Patients selected for treatment with this drug were those with 
evidence of sympathetic overactivity, manifested particularly 
by increased restlessness, tremor, sleeplessness, tension and 
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agitation. The dosage given at first was that recommended by- 
Heath and Powdermaker (30) ; 3 mg. for the first dose, then 2 mg. 
every three hours for ten days. Because of untoward symptoms 
this dose was quickly modified to 2 mg. every four hours in 
four doses daily for ten days. All patients reported in this series 
were given the latter dosage except the first three, who were 
given the larger dose for the first twenty-four hours only. All 
were confined to the ward during treatment and were carefully 
examined each day. 

A total of 16 patients received the ergotamine tartrate 
(gynergen, Sandoz). Of these, 13 developed toxic s-ymptoms, 
notably pziin in the legs and arms. Phlebitis developed in 3 
patients; in 2, actual thrombi occurred. No improvement of the 
symptoms of sympathetic overactivity wzis obvious in 10 pa- 
tients. Only 2 showed improvement in their tremors while taking 
the drug, but they reverted to their previous status when it 
was discontinued. There were 2 others, who showed improve- 
ment in both sleep and tremor, but one of these successes was 
due to abstinence from alcohol while imder treatment. One 
stutterer showed improvement in his speech. Another slept 
better while rmder treatment, but did not show any change 
in restlessness or tremor. None of the benefited patients medn- 
tained improvement after the drug was discontinued. 

Ergotamine tartrate was originally used because of its proper- 
ties as a sympathetic inhibitor by Heath and Powdermaker, who 
reported success in 20 cases. Goodman and Gilman (23) state 
that the autonomic blocking effect of ergotamine in humans is 
slight and irregular. However, it damages the vascular endothe- 
lium, producing vascular stasis, thrombosis and gangrene. 
According to these statements, there should be little reason to 
consider ergotamine tartrate valuable, in the treatment of 
sympathetic overexcitation, and toxic effects should have been 
anticipated. We were forced to conclude that ergotamine tartrate 
was not useful in treating war neuroses among returnees showing 
signs of sympathetic overactivity, with or without emotional 
conflicts, and that in tablet dosage of over 12 mg. it gave evidence 
of toxicity. Moreover, rational therapy of war neuroses should 
not be directed against the symptoms but toward the basic 
causes. This is as axiomatic in psychiatry zis in other fields of 
medicine. It is for this reason that “uncovering techniques” are 
employed successfrilly. 
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Because of the well known effect of hyoscine hydrobromide on 
tremor and other symptoms of extrapyramidal disturbances, it 
was considered feasible to try it on sufferers from war neuroses. 
Beginning with 5 patients, 0.01 grain was given at 8:00 a. m., 
2:00 p. m. and 8:00 p. m. Later this dosage was extended to 
include all the 50 patients on one ward. There was a very high 
percentage of toxic reactions, appearing early in the course of 
medication. These consisted maixily of vertigo, fatigue, lethargy 
and nausea, with gradually cumulative feelings of increased 
tension. There appeared to be no correlation between the severity 
of the patients’ anxiety symptoms, or their general condition, 
and the reaction which they experienced, except that depressed 
patients were more liable to the early appearance of toxic 
symptoms. Hyoscine hydrobromide had no beneficial effects 
upon patients with objective signs of anxiety. 

In consequence of some work on the relation of hypoglycemia 
to fatigue states, indicating that emotional distm-bances were 
etiological to the mechanism of hyperinsulinism, we became 
interested, in association with Asher Chapman, in the blood 
sugars of our patients. We performed intravenous glucose 
tolerance tests on an unselected series of patients, without knowl- 
edge of their clinical manifestations. Those with low or flat blood 
sugar curves were studied in an effort to correlate the clinical 
symptonaatology with the laboratory findings. As we have 
stated before, “operational fatigue,” our wastebasket diagnostic 
term, which includes war neuroses, is not always associated with 
fatigue. Very few patients with low blood sugar curves gave an 
indication of clinical fatigue, exhaustibility and lack of endur- 
ance. On the other hand, normal controls showed equally 
frequent flat or low curves. However, these patients with or 
without fatigue wore placed on a regime of frequent feedings, 
abstinence from free sugar and oral administration of 0.01 grain 
of atropine aftar each meal. After ten days, another blood sugar 
tolarance test was performed. No striking dinical improvement 
was observed, and, after atropinization, the blood sugar curve 
although slightly elevated did not return to normal. Chapman 
foimid that some of the low blood sugar curves showed no rise 
after adrenalin was injected intramuscul^ly, although other 
sympathetic excitatory effects were present. It is apparent that 
metabolic disturbances in our , war-weary patients are frequent 
but extrandy complicated. Not one syndrome but many types 
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of disturbances exist, none of which have as yet been accurately 
and finally determined (43). 

These are psychosomatic problems of an extremely compli- 
cated nature and the inter-relationships between the emotional, 
endocrine and metabolic factors are highly complex. All grada- 
tions and complicating disturbances of function may exist, and 
they require much investigation. It is certain that prolonged 
emotional disturbances are etiological to many of these physical 
changes, but equally true is the fact that the physical hardships 
and the physical results of neurotic reactions reverberate and 
affect the emotional state of the same individual. Complicated 
circular effects result, requiring investigative attack by psy- 
chiatrists and inteimsts, approaching the problem with different 
techniques but maintaining a psychosomatic point of view (32). 

Many of the veterans of combat have lived for long periods 
of time overseas on far distant air bases where supplies were defi- 
cient. Even when there was no shortage, the food was ihonoto- 
nously uninspiring. This, combined with excessive heat and 
continuous anxiety, frequently caused severe loss of weight. 
Among those with “operational fatigue,” sleeplessness and 
anorexia assisted in producing an excessive loss of weight. 
Many soldiers returned home extremely thin, looking old beyond 
their years, some bald or with greying hair and with numerous 
carious teeth. It has therefore been bur policy to furnish the mess 
with large quantities of food with high ccdoric vdue and give oppor- 
tunities for firequent feedings. Snack bars are open until late at 
night and botties of milk are in every ice box. The quantity 
of food ingested is tremendous and gain in weight is usually 
rapid and adequate. Partly contributing to the excessive appe- 
tite is the neurotic tendency to use food and drink as d source 
of gratification for dependent trends. However, many patients 
have a poor appetite, although this is not related to any clinical 
syndrome. 

It often becomes necessary to supplement the natmal food 
intake by vitamin administration. Thiamine chloride and multiple 
vitamin mixtures are given in large quantities. Some patients 
are benefited in gaining appetite and becoming more active by 
the ingestion of 3 grains of thyroid extract daily. We have no con- 
trolled observations of the effect of these drugs on body weight 
and general physical health, but we can say with certainty that 
vitamin administration does not contribute to the relief or cure 
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of war neuroses. It is not an avitaminosis that causes these 
nervous disorders; they produce avitaminosis by affecting the 
appetite. 

' Small doses of insulin are sometimes administered before 
meals to patients who have lost much weight and have littie 
appetite. Beneficial weight gains have been observed but we 
have witnessed no profound effect on the neurotic reaction itself 
firom this drug, such as has been reported by some observers. 

Sedatives have always been inv^uable therapeutic aids in 
psychiatry for symptomatic relief of sleeplessness (51). Even 
when uncovering techniques are utilized, during the early 
phases of therapy it is essential to ensure rest for soldiers whose 
anxieties create intense insomnia. Either our patients have diffi- 
culty in going to sleep because of hypnogogic hallucinations 
repetitive of battle experiences, or they are 'awakened from sleep 
by severe catastrophic nightmares. They resort to self medication 
in the form of alcohol, which has its harmful by-effects, for it 
causes loss of appetite and increased tension when liquor is not 
obtainable, prevents the full effects of psychotherapy being felt 
and increases resistance to the desired effect of pentothal. 
Furthermore, it permits release of asocial hostilities which evoke 
punishment from the civiliem and military police. Yet alcohol 
is effective in temporarily decreasing tension and the accom- 
panying somatic symptom of tremor, which suggests that this 
action of the drug is on the central nervous system. 

For the pmposes of quieting down severely anxious patients 
and ensuring sleep, sedatives are frequently prescribed, especially 
in the first few days of hospitalization brfore definitive therapy 
has achieved effective results. Night-time sedation should con- 
sist of a combination of a rapid-acting drug, such as seconal, to 
ensure speedy induction of sleep and a slowly acting sedative 
with a prolonged effect, such as barbital, nembutal or amytal, 
to guarantee sleep for the entire night. Thus lengthy initial 
light sleep and waves of semiawakening are prevented, for it is 
during light sleep that dreams appear and frighten the patient. 
There is never any reason to use morphine to induce sleep. 
Kubie suggests that the severely ill patient should be awakened 
artificially and rapidly in order to avoid gradual return to con- 
sciousness, thus dispensing with the period of light sleep early 
in the morning before awakening when the nightmares occur 
(36). In our experience many patients awakened by this method 
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are confused and aggressive, feeling that they are still dreaming 
and acting as if the nurses and attendants were figures in their 
dreams. 

We soon found that, in spite of otherwise rapid relief of 
symptoms and marked improvement, many patients continued 
to complain of sleeplessness and they lined up at the nurse’s desk 
each night for their sleeping medicine. This inconsistency was 
astonishing, until we found that cleverly disguised placebos 
produced the same beneficial effect and wtre as eagerly accepted 
by the patients. It became apparent that the night-time capsule 
or tablet administered by a nurse or ordered by a doctor became 
a symbol of interest and attention, simply gratifying a depend- 
ent need of the insecure patient. This is an important finding, 
because addiction to barbiturates, with their known toxic 
deleterious effects when ingested over long periods of time, miist 
be, avoided. Realization that the need for the medicine is not 
for its pharmacological but for its psychological effect indicates 
the necessity of considering craving for sedation as a subject 
for further psychotherapy. 

From tWs chapter, it may seem as if we were therapeutic 
nihilists, abandoning all hope of successful pharmacotherapy. 
Actually we have done much research in attempting to find 
therapeutic medicinal aids. We fully realize the necessity for 
adequately treating all physical symptoms, such as dyspepsia, 
diarrhea, anorexia, cachexia, insomnia and tremor. But the 
appropriate treatments cannot, we think, be considered as more 
than symptomatic remedies and they are certaiinly not panaceas. 
They must be accompanied by rationzd therapy for the emo- 
tional etiological disturbances which are reflected in the physical 
symptoms (8). 

Convalescent Therapy 

The actual time the patient spends in any form of psychiatric 
treatment is relatively small, no matter' what technique is used, 
leaving many waking hours to be filled with activities. Patients 
can only eat and drink so much and enjoy entertainment up to 
a point without being surfeited and bored. This extra time is 
obviously a valuable period for adjunctive therapy which sup- 
plements the more definitive treatment. Furthermore, after 
strenuous months of strain on physical endurance and severe 
tension in combat, many individuals have a desire to restj sleep 
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and lie around in an effortless existence. Our patients carry this 
to an exaggerated degree, since their neuroses are regressive in 
nature. They try to make life in the hospital a complete gratifica- 
tion of these infantile trends. They want only to eat and sleep, 
and object to the slightest restriction of their liberty, which they 
caricature to the point of license. If permitted, they would not 
get up until noon, and some have actually requested to have 
breakfast served in bed. They resent having to make their beds 
and would rather throw their cigarettes on the floor than move 
two feet to an ash tray. It therefore becomes obvious that steps 
must be. taken to assist the psychiatrist in combating the regres- 
sive tendencies of these youngsters. It is of little avail for him to 
attempt ego-strengthening processes and measures calculated to 
adapt the patient to reality, if that reality is more like that of an 
infant than of a grown man. 

As we have indicated several times, the transition from the 
cohesive group Iffe to independent individualism is too sudden 
and becomes disconcerting, so that the soldier is like a lost and 
bewildered child. We should like to see a gradual decompression 
from the strong and tight groups of combat life to the looser 
organizations in the Continental army and civilian life. There- 
fore an inspirational program, designed to reinstill a group 
spirit with a gradual transition to the setting of the American 
scene, is highly desirable. This group spirit is best instilled in a 
corwdescent program concerned with physical rehabilitation. Our 
patients need much physical rehabilitation, since they show 
various degrees of physical deterioration resulting from the 
hardships of their prolonged and repeated combat experi- 
ences, poor living conditions and the infrequency of rest 
periods. 

The Army Air Forces have recognized the importance of 
physical fitness for coordination and endurance. Competitive 
team games of skill have been used extensively to sharpen the 
eye, to improve muscle coordination, timing and endurance 
and to instill a group spirit. The psychology of fitness and well- 
being was well explained to convalescent patients by S/Sgt. Max 
Baer on a recent visit. Baer told of shamming illness and going 
to bed for a few days before a big fight. He had intended to fool 
and impress his opponent, but confessed that after a day or two 
of 'this inactivity he really began to feel sick and to be con- 
vinced himself of the folly of his plan. 
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The principles of the adjunctive treatment of “operational 
fatigue” consist of healthy and purposeful mental diversions, 
which are carefully coordinated with a graded and popular 
physical and recreational program. The key to. success is the 
attractiveness of the activities to the patient, since the indi- 
vidual’s pleasure is paramount in gziining his interest and co- 
operation. To facilitate integration into a group, each man is 
assigned to a numbered or lettered group corresponding to his 
room, wing or floor. This closely follows the Air Forces’ organiza- 
tion into tactical units. These men then play and work together, 
^ain forming close relationships on teams and recreational 
units. There develops considerable competition between these 
groups, which produces a spirit of group morale. 

The patient’s day is scheduled according to specific times 
for compulsory arising, policing, classroom studies and physical 
activities. This is equivalent to the “total push” method of 
psychiatry. During each day there is time for development of 
personal hobbies in appropriate workshops, or the patient may 
use this period for privacy since many men need time for soli- 
tude. They also have considerable free time in the evening, 
since we 'are liberal with passes. Experiences in nearby towns 
help and test the capacities for resocieilization. The classroom 
and shop work are partly military and partly educative. Orienta- 
tion lectures, news analysis, geopolitics and current events are 
among the popular classes from which men receive accretions 
to their knowledge. The patient is urged to enroU in extension 
courses as well. 

Because of the unique opportunity to observe the behavior 
of the individual as a member of a group, and to modify his 
behavior, the ^^Convalescent Services Division” is in a position to 
render valuable service to the general therapeutic mission of the 
hospital. That this is an “adjunctive service” does not mean 
that it confines its aim to entertaining the pafient, taking - his 
mind off himself or getting him interested in something. Though 
these are respectable therapeutic goals, the Convalescent Services 
Division provides more valuable service by setting up for itself 
two definite goals, one diagnostic, the other therapeutic, which 
devates the whole purpose of the organization and ties it in 
firmly with the general therapeutic aim. These are: 

(1) To provide the professional and psychiatric services 
with additional diagnostic and follow-up data regarding the 
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behavior of the patient in a group. The psychiatrists observe 
the patient only in the particular transference situation: the 
doctor-patient relationship; Unlike the Flight Surgeon over- 
seas, who can easily observe for himself the behavior of his 
patients in the group, and can compare this with information 
obtained from the interview situation, the psychiatrist in the 
hospital has a unilateral view of his patient. No matter how 
intuitive, sensitive and skilled, he may be led astray, especially 
with reference to the patient’s ability to compensate for his 
dependent needs. The transference situation brings out the 
dependence but provides no real way of testing the weak ego’s 
power of synthesizing and working out its difficulties. For this 
we often have to fall back on the uncertain “trial of duty.” 
Certainly the behavior of the individual in the convalescent 
program is the nearest approach we have to a test situation. 
Psychiatrists are frequently amazed to find a patient vigorous 
and active in the program, who in personal interviews is sUent, 
resentful, negativistic or full of anxiety and psychosomatic 
complaints. We observed one of our patients playing a brilliant 
game of basketball. In interviews he compltiins constantly and 
bitterly of backache, pain in the chest, hemorrhoids and inferi- 
ority feelings. If his symptoms wore taken at face value, it would 
be ill he could do to get out of bed and face the world. By keep- 
ing the psychiatrist informed of the progress and behavior of 
the difficult patients with a poor prognosis, the Convalescent 
Services Division provides yeoman service. 

(2) To modify unrealistic, regressed, dependent attitudes 
by group pressure and renewed group identification. The ego 
is encouraged in its experimental attempts to regain mature 
attitudes and to attanpt mature activities, thereby gaining new 
confidence. This is a therapeutic aim and very tricky. To a large 
extent it depends , upon the character or composition of the 
group, especially in discussion groups. In order that the instructor 
may not have too large a proportion of antagonistic individuals 
stacked against him, it is. necessary to stage-manage some of the 
groups, artificially influencing their composition. For this 
pur^se it is necessary to import some suitable returned fliers 
with strong egos and good superego attitudes, whose continued 
hospitalization is dictated less by the degree of their operational 
fatigue t han by their value to the groups. With the aid of such 
individuals, the instructor more easily exposes and neutralizes 
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the dependent attitudes of a segment of the group. This purpose 
is adopted not only for the official discussion groups but also by 
all other sections, no matter how individual or remote the 
activity. The expressed attitudes of the instructors always have 
important psychotherapeutic implications. 

All that has been described is conducted in a regime in the 
Convalescent Services Division under the direction of Raymond 
G. Vinal and Ottis E. Hanes. It has been found to be a valuable 
adjunctive to psychiatric rehabilitation. It has the following 
functions: 

1. Instillation of group spirit. 

2. Physical rehabilitation. 

3. Intellectual stimulation. 

4. Theoretical review of military specialty. 

5. Recreation and amusement. 

\ 

Results 

We have now had sufficient time and experience to evaluate 
our results. Since February 1944, our hospital population has 
varied from an initial minimum of 14 patients to a maximum of 
780. We have treated and discharged from the hospital a total 
of 888 officers and 2316 enlisted men suffering from “operational 
fatigue.” The senior author personally scrutinizes almost every 
patient and his record before permitting him to return to duty 
in order to prevent errors in that direction by his personal 
physician or psychiatrist. To make sure that separation from 
the service is actually indicated, not only has the patient- 
candidate to be passed on by a special board of medical officers, 
but, in addition, one medical officer for a time has done nothing 
but interview these patients before passing them on to the board. 
In many cases patients recommended for duty or for separation 
from the service are sent back to the wards for re-evaluation or 
for further therapy. 

One of the chief concerns of the psychiatrist at this point 
lies in knowing whether or not his patient has sufficiently re- 
covered to enable him to cope with the life situation into which 
he is being dischatrged. How do we know that a patient, who, 
for e x a mp le, seems to be maki n g an excellent adjustment in the 
hospital, is actuadly ready to meet the infinitely greater demands 
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and stresses which will beset him in a return either to duty or 
to civilian life? May not a particular transference situation 
between patient and physician actually prevent the physician 
from seeing, and the patient from displaying, some evidence 
of latent disturbance as long as the conditions are optimal for 
his achieving stability? 

In the hope of obtaining an objective measure of the degree 
of an individual’s recovery, a recent attempt has been made to 
develop a standardized test along these lines. The “stress toler- 
ance test,” devised by MoUy Harrower-Erickson, subjects the 
patient to certain psychological “stresses” in the form of colored 
lantern slides of dramatic combat scenes. These pictures, pro- 
jected in a darkened room, to a greater or less degree reactivate 
old traumata, causing the patient to show various forms of dis- 
turbed behavior, either overtly or in the responses which he is 
called upon to write after looking at the pictures. 

The stress tolerance test combines, and uses in its evaluation 
of the individual’s performance, principles and concepts from 
both the Rorschach technique and Murray’s “apperception test.” 
It uses both inkblot stimuli and pictures portraying persons and 
action. In a somewhat similar manner to the group Rorschach 
the instructions call for the individual to write down what the 
inkblot pictures remind him of, and also what first comes to his 
mind in regard to the pictures of combat action. It differs from 
the above-mentioned techniques in that its criteria for evaluation 
are infinitely simpler, since it has been demonstrated without 
question that the patients who are clinically still considerably 
disturbed express this disturbance in ways which need no subtle 
nor intricate scoring system. 

The test is so constructed that the ten combat pictoes (the 
stress situation) are preceded by one series of five inkblot pic- 
tures, and followed by another. Five of the Rorschach original 
inkblots and five parallel and equated inkblots from an alternate 
series are used. If an individual has been profoundly disturbed 
by the intervening stress situation, it has been found that he is 
less able to cope with or reply to the second inkblot series. 
Even if only the most objective criteria are taken into account, 
it will be found that the number of times that an individual 
“blocks” or fails to answer will be increased. Thus one way of 
estimating the paitient’s disturbance lies in the discrepancy 
between his first and second performances op the inkblots. 
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But there is a vast amount of material which can be deter- 
mined from his answers to the combat pictures, and both phases 
of the test are used as a basis of judgment. The acutely disturbed 
patient may actually leave the room during the series because 
of the unbearable reality of the pictures for him. He may fail 
to write any answer to them at all, blocking sometimes on the 
whole series, sometimes on particular pictures which seem to be 
the most disturbing to the group of patients as a whole. Again, 
he may show by his personalized answers that situation ' after 
situation is sufficiently shnilar to his own experience to make 
him see the picture only through his own eyes, warping it or 
disregarding its more obvious features (my copilot crashing, 
etc.). There are also other manifestations of disturbance, such 
as a forced facetiousness or cynicism, or evasion of the real issue 
of the picture by attention to some irrelevant detail. 

Using only the criteria of failure to reply, of personalization 
in the war pictures and of an increased number of failures in 
the second inkblot series, reliable statistics have been obtained 
which show that there is a marked difference between cases of 
“operational fatigue” and “normal” controls. This difference 
holds whether the control groups are drawn from precombat 
persormel without psychological disturbances or from returnees 
without “operational fatigue.” There is also a significant difference 
between severe and mild cases of “operational fatigue.” 

Such a test demonstrates, even in its initial stage, that it is 
possible to obtain some kind of objective yardstick as an index 
of the extent to which traumatic experiences still hold the 
individual in their grip. 


Our therapeutic achievements or failures should be evalu- 
ated from several points of view, as follows: 

1. Results prior to discharge from the hospital. 

2. Efficiency in maintaining stability on return to militar y 
duty in this country, including full flying duty. 

3. Ability of flying officers and enlisted men to return to 
combat. 

4. Fate in civilian life of those too ill to remain in the service. 
On discharge from the hospital to duty, prognostic estimates 

concerning the subsequent course of the patient are made. 
Among those with poor prognoses are soldiers returned for a 
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trial of duty as the final test of fitness to remain in the military 
service. 


TABLE 1 

Relation of Occupation to Dispostiton of 820 Returnee Flying Officers 
Discharged from the Don Cesar Convalescent Hospital 


Occupation 

FuU 

Flying 

Grounding 

Trans- 

ferred 

Retired 

Total 

Tempo- 

rary 

Perma- 

nent 

No. 

% 

No. 

% 

No. 

% 







Pilot 

337 

74.9 

35 

IJ 

62 

13.9 

6 

1.3 

8 

1.8 

448 

54.6 

Navigator 

105 

65.5 

7 

4.2 

46 

27.9 

1 

0.6 

3 

1.8 

162 

19.8 

Bombardier 

101 

Hire 

18 

9.0 

72 

36.0 

1 

0.5 

8 

4.0 

200 

24.4 

Other 

6 

75.0 

0 

0.0 

2 

25.0 

0 

0.0 

0 

0.0 

8 

0.9 

Not given 


0.0 

1 

Hilli] 

0 

0.0 

1 

50.0 

0 

0.0 

2 

0.3 

Total 

549 

66.9 

61 

7.4 

182 

22.3 

9 

1.1 

19 

2.3 

820 

100.0 


TABLE 2 

Relation of Occupation to Disposition of 1960 Returnee Flying Enlisted 
Men Discharged from the Don Cesar Convalescent Hospital 


Occupation 

Full 

Flying 

Grounding 

Trans- 

ferred 

Sepa- 

rated 

from 

Service 

Total 

Tempo- 

rary 

Perma- 

nent 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No- 

% 

Bombardier 

4 


2 

11.7 

4 

23.5 

0 

0.0 

7 

41.3 

17 

0.9 

Engineer 

90 

27.9 

43 

13.3 

112 

gMi] 

13 

4.0 

64 

19.8 

322 

16.4 

Radio-operator. . . 

109 

28.3 

52 

13.6 

• 141 

36.6 

6 

1.6 

77 

19.9 

385 

19.6 

Gunner 

251 

21.6 

■Clil 

iCTi] 

481 

41.3 

31 

2.7 

261 

22:4 

1164 

59.5 

Other 

9 

19.6 

7 

15.2 

10 

21.7 

3 

6.5 

17 

37.0 

46 

2.3 

No^ given 

4 

15,4 

0 

lire 

5 

iCTll 

13 

50.1 

4 

15.4 

26 

1.3 

Total 

467 

23.8 

244 

12.5 

753 

38.4 

66 

3.4 






The accompanying tables indicate the disposition of flying 
officers and enlisted men. It may be observed, in summary, that 
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97.9 per cent of officers and 81.2 per cent of enlisted men return 
to some form of military duty. 

No significant difference in these figures was related, in 
either enlisted men or officers, to position in the airplzines, except 
for pilots who returned to full flying duty in 76.6 per cent as 
contrasted with the figures of 64.1 per cent for navigators and 
55.1 per cent for bombardiers. The percentage of grounding 
was somewhat higher for A-20 flying personnel than for that of 
other ships. On the other hand, more B-26 crew members 
returned to full flying duty. The evadees returned to flying duty 
in a lower percentage and were separated from the service in 
about the same proportion. The percentage of men from the 
Ghina-Burma-India and the Southwest Pacific Theaters who 
were temporarily grounded was slightly higher than that of 
personnel from other sources. The few officers who required 
retirement on psychiatric grounds fought in those combat 
theaters from which rotation home is slow and often delayed. 

When we contrast the figures for officers with those for 
enlisted men, who were separated from the service, the ratio 
is approximately 1 to 10. Even on casual observation it may be 
seen that the enlisted men are far sicker than the officers. There 
are a number of reasons for this phenomenon: 

1. The enlisted men did not pass through psychological and 
psychiatric screening before being accepted for flying status. 
As a matter of fact, many enlisted men were “wzished-out” 
cadets. Others had been picked from ground echelons overseas, 
because of the great need for gunners, and given only a minimum 
of training. Many combat crew members had no desire for flyii^ 
and were ordered into this particular job. On the other hand, 
the officers were fairly well chosen from many points of view 
including educational background. Their selection was based 
not only on an original examination but also on their capacity 
to endure a rigorous training program. Thus the caliber of the 
officers was higher from the standpoint of ability to endure stress. 

2. Officers, having a greater sense of responsibility, were 
more likely to consult Flight Surgeons and take prophylactic 
rest periods when they felt unfit. Enlisted men were more deter- 
mined to finish their duty as quickly as possible and continued 
flying in spite of anxiety and fatigue in order to get home. 
They were not as well informed as to the need of preventive care. 
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3. Flight Surgeons paid more attention to officers and 
grounded them earlier. They were more likely to give officers 
personal attention, to attempt earlier therapy with them and 
to refer them earlier for specialist’s advice and care. 

4. The officers had more motivation to continue in the Air 
Forces and hoped to continue noncombat flying. They frequently 
wished to continue this occupation in the peacetime army or 
in civilian aeronautics after the war. The enlisted men had no 
future interest in flying and felt that, having done their share 
in the war, there was nothing of importance to keep them in the 
service. They thought of their future in nonflying civilian jobs. 
Furthermore, as subordinate enlisted men, they had more 
rationalized grievances against the army. 

Results according to type of case are very interesting and are 
impressionistic rather than statistical. The most successful 
therapy is accomplished in soldiers who have a sense of guilt 
and depression. The regressed-dependent youngsters are, as a 
rule, benefited and relieved of their troubles, and for their own 
good many are returned for a trial of duty. The patients with 
psychotic-like reactions also have fairly good prognoses but are 
definitely unfit for further combat duty. Those with hostile- 
aggressive and psychopathic-like reactions have the poorest 
prognoses. 

At the onset of selective service there was a controversy 
among psychiatrists concerning the wisdom of drafting youngsters 
of 18 to 20 years of age. One group advocated the induction of 
older men, who would be more stable and less likely to develop 
war neuroses. Although stability is a property of an individual 
and cannot be averaged, events have proved that the older men 
stand up imder the stress of p>oor living conditions, separation 
from home and the horrors of war much less successfully than 
the youngsters. After they become ill, recovery is slower and less 
complete. The rapid recovery of tl^e younger men shows again 
the resiliency of the youthful ego, winch can re-establish itself 
with rest and after removal from the holocaust of battle, or after 
the relief of untonscious tensions. Especially those who have 
liad a good life in the past bound back with optimism for their 
future. 

The second problem is the stability of men on return to duty. 
Each patient is asked to write us a personal letter once a month 
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and recently Flight Surgeons at his new duty station have been 
asked to report the patient’s status to us after one, three, six and 
twelve months. These letters have made it clear to us that, for 
enlisted men especially, the fate of bur patient’s stability is 
partially dependent on the type of work to which he will be 
reassigned and the attitudes of the persoimel in the group, base 
and command in which he will perform his new duties. The 
using agencies to which our patients are discharged have a 
serious responsibility in aftercare. For this reason we inform 
everyone concerned as to our post-hospital recommendations. 
Just as in our work overseas, weeks of careful psychotherapy 
can be undone quickly by poor handling or malassignment. 
The ramifications of this matter cannot be gone into here but 
they are serious. A large percentage of men whom we are now 
forced to discharge firom the army for medical reasons with a 
psychiatric diagnosis, thus making them eligible for veterans’ 
pensions, recover promptly on discharge. For these soldiers 
an administrative discharge for reasons of nonadaptability 
would be far more advantageous for the men and the service. 

We have not yet been able to test the efficiency of our treat- 
ment in enabling a flier to return to combat. This will eventually 
be possible when and if a second tour of combat duty becomes 
an established policy. We have no large number of reports con- 
caming veterzins separated firom the service, aU of whom are 
given vocational guidance and counseling before discharge. 
A few have written after making good adjustments in jobs. 
The sickest we have referred to veterans’ facilities or to state or 
urban psychiatric agencies, but these are not yet adequately 
prepar^ for their task of treating the discharged veteran, although 
progress is being made in a few large cities by enlightened 
volunteer civilian organizations. 
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Civilian Applications 




CHAPTER 19 

Applications from Military to Civilian Psychiatry 


Even the greatest scourges of mankind, epidemics and war, 
■produce beneficial side effects. Not in the Machiavellian sense 
of our enemies, but from the constructive by-products derived 
from mobilization of our scientific, inventive and productive 
capacities, do these results accrue. During the emergency of "war, 
governments encourage and subsidize research concerned not 
only with the successful prosecution of war but also with the 
health and treatment of the soldiers. War has almost always 
been accompanied by great advances in the medical sciences. 
It is obvious that large numbers of sick, and wounded demand 
frorn the ingenuity of doctors better methods of diagnosis and 
treatment. A host of new discoveries develop concurrently as 
necessity demands, and old fetishes, maintained by inertia 
and conservatism, are relinquished. The essential new factor to 
which everyone in military service is sensitized is speed. New 
and shorter therapeutic techniques are the goals of ^1 military 
medical officers. 

Our experiences as military psychiatrists serving combat 
soldiers and fliers for the last two and a half years have taught 
us a great deal about human beings under stress. These experi- 
ences are of value not eilone for their applicability to an under- 
standing of the problems and treatment of the psychiatric 
casuzdties of war; they are equally valuaHe for the understanding 
of the psycholc^ and psychopathology of people under the stresses 
of ordinary civilian life. These may not be as continuous or 
as catastrpphic, or thdr effects as sudden or dramatic, yet in 
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essence they bring into action the same forces within the indi- 
vidual as do the terrifying stimuli of battle. Like any advance in 
medicine stimulated by war, our work should be applicable to 
civilian psychiatry. 

It is not possible to recapitulate in terms of civilian life the 
many detEiils of the psychology and psychopathology of men 
imder stress, which we have discussed throughout this book. 
Nevertheless, we shall attempt to summarize certain high points, 
from which general applications can be made to our knowledge 
regarding human personality, especially in regard to therapy 
and ego psychology. Intellectual and emotional blind spots and 
closeness to the problem have probably caused us to overlook 
many conclusions of importance. Therefore, we have docu- 
mented this book with detailed case reports as freely as space 
permits, in order that others may use our material for their own 
researches and for their own conclusions. 

In the First World War, the brilliant work of Harvey Cushing 
and his associates placed neurological surgery on a firm basis as a 
separate division among the medical specialties, although surgery 
of the nervous system was by no means new (40). From this 
global war, it is psychiatry that will consolidate its position in 
medicine, for several reasons: (1) Millions of civilians and 
soldiers under catastrophic conditions of stress have created far 
reaching recognition of the need for psychiatric help. (2) Psychi- 
atric knowledge and experience have reached a stage of practical 
application which has enabled psychiatrists to accomplish their 
missions satisfactorily whenever permitted. (3) Countless num- 
bers of soldiers have received the benefits of psychiatric care 
and thousands of general medical officers have been assisted in 
the treatment of their patients by psychiatrists, who have given 
them practical and valuable instruction. 

Only the third reason needs amplification. The public's inter- 
est in psychiatry has always exceeded that of medical men, who 
wore often disinterested or even antagonistic to the field. But the 
young medical officer working directly with soldiers finds that 
the greatest nvunber of his difficult problems in diagnosis and 
therapy relate to the influence of emotional disturbances on 
bodily functions. In combat areas he is confronted with war 
neuroses and their manifold somatic manifestations. The 
medical officer is usually convinced of the etiological importance 
of disturbed emotions when he is confronted with this frequent 
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psychosomatic problem: a combat soldier without conscious 
anxiety has gastrointestinal disturbances, with no evidence of 
organic disease, and is not improved by the usual medication. 
His doctor quickly senses the need for a psychosomatic approach, 
and is eager to learn what are the basic emotional difficulties 
and how to treat them. This is the beginning of insight for the 
general medical officer and often leads to real interest and a 
sincere quest for knowledge, not for the purpose of becoming a 
psychiatrist, but in order to become a better doctor no matter 
what his chosen specialty may be. 

As the public and medical men become increasingly aware 
of the need for psychiatric help and the goals of rational psycho- 
therapy, the paucity of well trained psychiatrists becomes 
increasingly apparent. It is estimated that for future needs of 
peacetime America, 10,000 to 17,000 additional psychiatrists 
will be necessary. Because of the length of time necessary for 
training, the relatively few teaching institutions and the limited 
number of aspirants, it is obvious that decades will elapse before 
psychiatric services to the people of the United States will even 
approach their needs, which will steadily increase in the interim. 

Again our military experience offers a solution. We must 
train, in medictil schools, in hospitals during internships and 
residencies, and by means of postgraduate courses, general 
practitioners to utilize the simpler techniques of psychiatry. 
The small town doctor, as a result of an adequate medical edu- 
cation, is capable of performing standardized surgical operations 
and treatment. Only for vmusual complications does he require 
specialized help. Gan this be made true for psychiatry? We 
believe it can, on the basis of our personal experiences in teach- 
ing general medical officers, providing we develop a large 
number of competent teachers. 

We have trained many genertil medical men, worldly wise 
and in their early thirties, who have had expadence overseas 
with men in combat and who were impressed with the frequency 
of emotional factors in the etiology of somatic symptoms. Most 
of them planned to return to their own specialites or to their 
general practices after the war. But they will not return as they 
left; they will have a new understzmding of the total personalities 
of patients whose diseases alone they had been accustomed to 
treat. One young surgeon stated that he learned how often he 
had operated on patients unnecessarily. Another realized how 
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important it was for him to understand his patients’ emotions 
during their postoperative care. All of these men will be foci of 
educational stimuli as they disperse throughout the country. 

These physicians are taught the simple dynamics of the 
human personality in nontechnical language. We- try ais much as 
possible to erase scientific jargon from our vocabularies, recog- 
luzing that this usually disguises unclear thinking, especially 
among psychiatrists. We are able to teach these medical officers 
the simpler procedures of psychiatric therapy as applied to 
relatively normal men who have succumbed to severe external 
stress. They are able to work with the method of firee association 
and to use narcoanalysis and narcosynthesis. They are able to 
deal with problems of regression, to work effectively and con- 
structively with ego forces, and to relieve superego pressures. 
They develop understanding of imconscious trends. Techniques 
fairly well standardized for typical problems are easily, grasped 
and practiced. These skills are acquired in spite of some fairly 
intense initial resistance to our working concepts. 

How much easier would this education be for the future 
general practitioner if this teaching were begun in the second 
year of medical school, before students become indoctrinated 
wth the inevitable concepts of cellular pathology and the or- 
ganicist’s therapeutic nihilism! Instead of being taught psy- 
chiatry in the back wards of a state mental hospital or in the 
chaotic halls of a detention psychopathic hospital, demonstrat- 
ing the rarest type of mental distiubance that the future doctor 
will see — ^the psychotic — ^he should be exposed to the optimistic, 
everyday problems of the psychoneuroses and the psychosomatic 
, disturbances. These problems he will meet daily, for they will 
comprise over half his practice. With this material he should 
have an intimate acquaintance, made possible by extensive 
contact in therapeutic situations. His psychiatric tr ainin g should 
be greatly expanded not only in scope but also in time, extending 
through his entire medical curriculum. We have tiried this type 
of teaching in the Army Air Forces and it works! 


For a consideration of the applicability to civilian practice 
of treatment as utilized in the military services, we naturally 
turn first to the so-called traumatic neuroses. Patients classified 
under this heading have suffered some bodily injury or have 
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narrowly escaped a catastrophic physical accident. However, 
this classification is too sharply limited, because it excludes the 
most frequent traumata, which are psychological and not neces- 
sarily catastrophic; actually all neuroses are “traumatic,” As 
we have indicated, neuroses cannot be differentiated according 
to the nature or intensity of their precipitating causes. 

Certain general factors increase a _person’s tendency to 
react uneconomically to external stress. These are concerned 
with fatigue and exhaustion in their most severe form. The 
capacity of the ego to deal with fear-evoking external stimuli, 
and to cope with internal anxieties increased by external events, 
is dependent on its defensive capacities or spsin of energy. In 
combat, men are continuously on the alert and expectant of 
danger, they must constantly mobilize aH their automatic 
reactions and be prepared for new emergency maneuvers. 
Even when this preparatory state becomes automatic after long- 
continued practice, the progressive effects of lack of sleep, 
improper nutrition and extremes of weather eventually decrease 
the ego’s capacity to deal with anxiety-producing stimuli from 
within or without, and affect its abilities to hold emergency 
reaction down to an economical quantity. 

In the army an individual thus depleted is prophylactically 
rehabilitated after a few days of complete rest and adequate 
sleep. The imit surgeons are able to recognize the signs of incipi- 
ent fatigue by evidences of insomnia, irritability and other 
personality changes. The same safeguards should be maintained 
in industry, particularly when a man or woman is engaged in 
the control of a dangerous naachine. The sheer monotony of 
such work as, for example, driving a truck, added to lack of 
(Sleep and of proper food, may prepare these workers for accidents 
with serious sequelae if an emergency situation arises. Consider- 
able attention has already been paid in industry to the accident 
rate in relation to fatigue states and even in relation to various 
times of the day when workers are most tired. Improvefiaents in 
working conditions, the removal of monotony and even the 
use of music are some of the measures adopted. These do not 
suffice, nor does a temporary lay-off, if the exhausted individual 
is not by prescription forced into actual rest with adequate sleep. 
However, natural sleep may be impossible even under optimal 
conditionSj because of the increasing excitation within the 
mitral nervous i^^stem. We have learned from wartime psychia- 
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try, practiced in exhaustion centers and rest camps, that seda- 
tion is necessary but that it must be adequate. The dosages of 
the various drugs given in the pharmacopeia are actually 
minimal. If any good is to come from relief of monotonous work 
and rest, it must be accomplished by large doses of sedatives to 
ensure adequately continuous and deep sleep. 

Once an accident has actually occurred, early treatment is 
extremely importzint in order to prevent chronic neurotic dis- 
abilities, which inevitably necessitate compensation for a lifetime 
of illness. Industry and insurance companies are lavish in their 
procurement of medical attention for individuals who have 
suffered near accidents or who have actually been injured, only 
after it has become clear that the worker’s disability will eventu- 
ate in a claim for compensation. We once made an unsuccessful 
attempt to convince certain large companies that they were 
ovarlooking the main prophylactic procedures against chronic 
disability. If the patient is seen immediately after the accident 
by someone who knows the possible psychologictil effects and 
proper early treatment, the number of chronic traumatic 
neuroses will be cut down considerably. It is just as important 
that early supportive treatment be given to individuals suffering 
from reactions after psychological blows in the form of frustra- 
tions, disruptions of interpersonal relations and lack of gratifica- 
tions. It is important that steps be taken as soon as possible to 
avoid a spreading of the neurotic reaction and to prevent a 
geometrical increase of the disturbances by retreat of the ego to 
old and latent infantile trends. The longer the time that elapses 
before active therapy, the more opportunity is there for re- 
gression, secondary conflicts and secondary gain to become 
established. 

The first thing to be done is to deal with any physical diffi- 
culty immediately and adequately. After an accident, if at all 
possible, the patient’s ability to move his body and extremities 
should be demonstrated by passive and active maneuvers. He 
should be permitted and encouraged to ventilate his initial 
feelings about the situation and abreact as much as the imme- 
diate situation permits. Since under the impact of an unexpected 
accident the ego’s synthetic powers break down, and its span 
contracts, the energies of the personality are indiscriminately 
diffused without goal. A confident and calm, yet tender person, 
who need not be a psychiatrist, can substitute during this crucial 
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initial catastrophic state for the victim’s ego, malcing decisions, 
giving explanations and assuming responsibilities. Too often the 
whole human environment of the accident becomes a helpless, 
shattered group, disintegrated for lack of leadership. The dis- 
turbed and excited friends and relatives should be dismissed 
from the patient’s vicinity. After this, he should be given suffi- 
cient sedatives to ensure prolonged sleep, and should be isolated 
from all those individuals, including lawyers, who would suggest 
that the injury was catastrophic. Just as in the exhaustion cen- 
ters, the patient should be given the feeling that he is well taken 
care of and that he will be able to go back to work. The nature 
of his initial anxiety reactions should be explained to him and 
he should be assured that they will disappear. His need to 
recover because of his responsibility to his family and his job 
should be brought to his attention, just as we indicate to the 
soldier that he still has a responsibihty to his comrades in the 
combat unit. If all this is done with a therapeutic enthusiasm, 
there is no doubt that many crippling disorders will be pre- 
vented. For those patients suffering from psychological tramnata 
who consult the physician early, the same supportive therapy 
should be instituted. It must be stressed at this point that this 
supporting, persuasive, ego-strengthening rational therapy is 
not of value in the later stages of neurosis. Then scientific un- 
covering methods must he used. 

It is not sufficient to accept the fact that an individual seems 
to be unaffected at the moment of physical or psychological 
impact. We have learned from military situations, and we know 
fixon occurrences in civilian life, that there will be a considerable 
latent period before the stunned ego reacts in retrospect to the 
dangers it has escaped or the fimstrations it has experienced. This 
is especially true in regard to psychological blows. For this 
reason many judgments that have been passed down by insur- 
ance companies and courts, regarding traumatic neuroses, are 
unfair. Wimesses are produced to show that the individual had 
little emotional reaction after the trauma. When it develops 
that these reactions appeared some hours or even days later, it 
is assumed that they have been acquired as a kind of malingering. 
Actually they are often bona fide reactions that have been slow 
in developing. Therefore, the fact that a person is apparently 
psychologically unchanged immediately after the trauma should 
not deter one from employing the same vigorous psychotherapy. 
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The catastrophic effects of piirely psychological traumata, 
such as loss of relatives or Mends, violent disturbances in inter- 
personal relations, and economic and social disturbances, may 
not become obvious until after a long latent period, often after 
the precipitating stimulus has been forgotten. We can see, there- 
fore, that the early treatment developed for the military casual- 
ties, diagnosed temporarily as cases of “exhaustion,” are rarely 
applicable to civilians except those who have had aphysical injury 
or a narrow escape. Therrfore, civiliaui patients consulting physi- 
cians, aftej: initial latent periods have long since passed, must 
be treated by uncovering methods vigorously, at once, to prevent 
spreading of the neurotic pattern from the immediate problem to 
jJl behavior and to prevent permanent secondary physical changes. 


Just as in the other medical specialties, speed is an essential 
in psychiatry to enable few men to treat many patients. But 
psychiatrists are not accustomed to working quickly. So-called 
bri^ psychotherapy, developed from civilian practice, is in reality 
not brief. Each session takes at least an hour and, although not 
frequent, consultations are spread over many weeks or months. 
In the armed services, brief is truly brief and mezins short, infre- 
quent interviews concentrated into the span of only a few weeks. 
The military psychiatrist caumot spend months or years psycho- 
analyzing his patients, nor can he continuously act in a parental 
role to effect superficial amelioration of symptoms through con- 
stant support. Brief psychotherapy has been used primarily 
because of necessity, but it has been continued and developed in 
the nulitjtry setting because it has proven successful. It can be 
applied to certain types of neuroses of civilian life under specific 
circumstances. The ever present load of civilian neuroses will be 
multiplied greatly after die war, when millions of soldiefs come 
home and find difficulties in adapting their postcombat per- 
, sonalities to the minor frustrations of civilian life. Should a 
severe economic upheaval occur, these problems wjU become 
enormous. It is therefore necessary for us to be prepared with 
adequate brief methods of psychotherapy. Even with these 
shorter methods, there are not enough psychiatrists to do the 
job, but some of these techniques can be entrusted to adequately 
trained medical men for the treatment of the simpler an d more 
typical reactions to external stress. 
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When a patient consults the psychiatrist and gives a long 
history of a lifetime of neurosis, or has a severely crippled char- 
acter and has lived out his neurotic trends, brief psychotherapy 
is hardly possible. Good candidates for brief psychotherapy are 
patients -who, even though unstable, have been able to main tain 
a reasonably efficient existence but are thrown off balance by 
some environmental disturbance, such as loss of a member of 
the family, loss of job or money, or some acute environmental 
change. The fact that the neurotic background becomes imme- 
diately apparent is no contraindication against a good prognosis 
for the relief of the newly acquired symptoms. Unfortunately, 
it has been the goal of most psychiatrists to treat such patients, 
not for the piurpose of returning them to their previous adapta- 
tion, but with a view to a reorientation of the total personality. 
They forget how well the individual functioned previously, 
neurotic or not, and have an idealistic concept that these people 
should be “made over” (2). 

Uncovering all infantile conflicts which are basic to the cur- 
rent neurosis is a theoretically soimd philosophy of therapy. If 
one can bring to consciousness the earliest roots of the neurotic 
pattern and if the ego has the capacity to learn more economical 
methods of dealing with these earlier trends, a beneficial re- 
orientation of the personality is possible. We know that this is 
not always possible. Not only is the concept of rebirth through 
therapy a neurotic manifestation and an infantile magical con- 
cept of the patient, but it is also a wish for a magical state of 
omnipotence by the psychiatrist. After long years of behaving 
repetitively in the same pattern, the ego’s repetition compul- 
sions can only be moderately modified. The time involved often 
seems endless and the dependent relationship of the patient to 
his doctor often persists for years. Nevertheless, in treating the 
war neiuroses with brief psychotherapy, we have foimd that 
the past personality patterns, as they have been responsible for 
the neurotic reaction, come to the siuface with little resistance 
when the individual is away from the combat situation. It is 
remarkable how dealing with the cmrent edition of the neurotic 
pattern frequently causes a sufficient reorientation of the total 
personality to result in considorable psychological change. This 
is particularly true in young individuals, who are in the process 
of psychological development, and who^ egos are less crystallized 
and still resiBent. 
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There seems td be a paradox in what we have just stated. 
Yet it is in no way contrary to psychiatric experience of civilian 
life. Many patients on recovering from a psychosis show an 
astounding improvement. It is as if the temporary retreat 
from reality had permitted the unconscious drives to attain 
a much needed gratification and the ego to gain in strength 
through its rest. Likewise war neuroses with only partial loss of 
contact with reality stimulate the whole personality into a period 
of rapid and concentrated learning. If such learning is goal- 
directed into constructive channels by a psychiatrist who 
understands such dynamic processes, the catastrophe of a war 
neurosis often turns out to be a disguised benefit. 

Among the methods of brief psychotherapy are techniques 
such as support, persuasion, gratification and authoritative 
forcing. They may be utilized as temporary crutches during 
stress or as palliative methods of expediency. The brief psycho- 
therapy, as we know it, is based on zui understanding of the 
psychodynamic structure of the total personality. The inter- 
relationships between the forces of the dynamic unconscious, 
the ego and the superego, their interplay to form the personality 
and its reactions to reality must be known. Brief dynamic psycho- 
therapy is am uncovering technique by which the isolated, re- 
pressed or dissociated aspects of the unconscious mind are made 
conscious, and the patient acquires insight into them and synthe- 
sizes them into his totail ego. 

There is no need for us to recapitulate the technique of brief 
psychotherapy as applicable to civilian neuroses. The details of 
the methods as discussed in chapters 16 and 17 are sufficient to 
indicate their psychodynamics and practice. A short cut to 
overcome resistances by the use of sodium pentothal should be 
attempted in brief psychotherapy for a variety of civilian 
neuroses, especially those of recent origin. 

As we have pointed out previously, the use of pentothal has 
three purposes: (1) as a means of inducing chemical hypnosis, 
(2) to evoke abreactions and (3) to effect a narcosynthesis. We 
do not advise its use for a hypnotic effect. However, in our 
attempts to strengthen the ego to endure the liberated anxiety 
of the dosed abreacted material, we assist the sedative effect of 
the drug on the ego by reassuring the patient after he abreacts 
that he is now safe and out of danger. Again it must be stressed 
that abreaction is not curative. It is only like making a slight 
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opening for temporary drainage in a carbuncle that needs a 
crucial incision. Abreaction is the beginning of insight and must 
be followed by learning. Narcosynthesis, on the other hand, 
when achieved, effects a beneficial learning, which may or may 
not reach the level of consciousness (cf. chapter 17 ). 

In military as well as in civilian psychiatric practice, patients 
often get well without insight through the eflfects of the trans- 
ference situation alone. People who have been psychologically 
hurt and narcissistically wounded need considerable tenderness. 
In their regressed states they need and demand love, which also 
seems to heal over the ego’s lacerations. The therapist must 
give this affection and become a representation to the patient 
that there are kind and considerate people in the world. Bruised 
from hostile attitudes, it is as if the psychiatrist reassures the 
patient through the experience of a single good relationship 
that there are other safe and protective p.ersons in the world — 
in his own environment and his own life. As psychiatrists we 
have tended too much to be objective, bland screens on which 
our patients may project their emotions. We seem afraid to 
indulge in countertransference feelings, as if we could endanger 
our patient’s subsequent independence. On the contrary, this 
procedure, if natural and sincere, first gratifies and then hastens 
maturity, for the ego can only give out in an tJtruistic, mature 
fashion if it has a surplus. It can only spill over and give to others 
if it has itself received sufficient gratification. After indulging in 
this gratification temporarily, tiie patient may develop some 
secret unconscious insight into the nature of his attachment to 
the therapist, rebel against his dependence and regain his previ- 
ous overcompensations to sally forth into the world again as 
he was before — 'neurotic but functioning. Or still better, his ego 
may rebuild a reserve strength tom passive gratification, have 
its depleted enorgy restored and be able once more to seek for 
object relafion^ps outside itself. 

The danger is that in some cases the dependent gratification 
from the transference may increase regression to the old and well 
tried infantile pleasures, which the patient will be reluctant to 
abandon. The psychiatrist has a difficult task to gratify needs 
and give affection, as at the same time he attempts to stimulate 
efforts toward maturity and augmentation of seif esteem. Each 
case presents an individual problem and only experience enables 
the physician- to know when he is neither too gratifying nor tpo 
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demanding. Intuition guides him in knowing when to stop being 
a haven of refuge, and when he must become a stimulator of 
activity. 

This brings us to an important consideration of the role of 
re-education. In civilian practice psychiatrists have depended 
to a large extent on the working-through process, by which the 
ego, after repetitively experiencing particular emotional pat- 
terns, spontaneously begins to learn how to deal with them. We 
find that it is necessary to give up a good deal of the passivity 
that is so characteristic of the dynamic . psychiatrist and take 
an active role in directing the ego toward mature attitudes in 
dealing with external pressures and the internal infantile wishes. 
It cannot be overstressed that active ego re-education, far from 
making the individual dependent on the therapist, is a technique 
which, if properly developed, will rapidly broaden the ego span 
and sharpen the aim pf the goal-directed behavior. This sort of 
re-education is not a general instruction about emotions or 
attitudes but it is a specific and dynamic pedagogy directed to 
the individual and his personal problems. In a sense, the per- 
formance of an adult behavior pattern at the behest of the thera- 
pist and with full understanding of its meaning is actually what 
is done by children in their own personal development. It is 
simply repeated in adult life, and, although it first requires a con- 
scious volition, it later becomes an automatic pattern. 

When to stop the therapy is difficult for anyone to judge. 
Complete and conscious insight is not necessary for therapeutic 
success. Often the imconscious ego has been able to synthesize 
conflicting tendencies which have been isolated, and yet is 
unable to verbalize the work accomplished. A bare suggestion of 
insight may be followed by pronounced success in future learning 
through the processes of living. Too deep probing and mobiliza- 
tion of buried ego-alien tendencies may not only destroy the 
current success but may make the patient worse. 

It will not always be possible to return the patient to his 
original occupation or environment, just as soldiers must often 
be reclassified for limited service aind are not always returned to 
combat. But the soldier does not receive a reduction in his pay 
because he works at a safer job. He has no immediate desire for 
compensation, although under the stress of economic difficulties 
in later life he may apply for a govemnient pension. In industry 
the state industrial laws place a premium on compensation, 
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hence the secondary gain from prolonged neurosis is of great 
importance to the patient and tends to prolong his illness. It 
has become quite clear to us that, if any disability benefits are 
to be given, they must be in the form of a single settlement 
rather than a continuous pension. Few men will recover as long 
as there is a financial benefit for them in staying ill. 

The problem of the return to constructive, efficient life after 
illness has many facets. Among thern motivation looms large in 
the military setting. In civilian life it is only disguised and not so 
easily visualized. The motivation of which we speak is not re- 
lated to the conflict between the man’s desires for prolonged 
dependence on a parental figure and his desires to be mature 
and independent. Rather is it concerned with man’s capacity 
to be motivated by his social units, his groups’ goals and atti- 
tudes (47). Serving along with them he may function well 
although he may be ill or weak himself (cf. chapter 3). In civilian 
life, motivation should have been instilled in early years at home 
and in school. Since this is not yet sufficiently understood by 
our educators, it often becomes the psychiatrist’s responsibility 
to stimulate his patients’ motivations, set his goals and'direct his 
sublimations. This too demands an activity on his part which he 
has been reluctant to use but which he should accept in the 
future as part of his therapeutic procedure. 


Careful reading of our case histories will convince the reader 
that war neuroses are important for the advancement of our 
knowledge of ego psychology. It is this force of the personality 
that receives the impact and must deal with the stresses originat- 
ing from the external environment, the mternal pressures of 
the individual’s psychological drives and the tensions created 
by the internalized superego and the external group ideals. 
The subjective feeling-tone of anxiety, with its appropriate 
objective physiological concomitants, is the signal that the ego 
feels in danger, no matter what may be the source of the stress. 

Sometimes expressed openly, sometimes tacitly, is the as- 
sumption that imconscious affect-laden memories which cause 
the feeling of anxiety are encapsulated in some mysterious 
crevice beneath the surface of the ego and only occasionally 
erupt some volcanic discharge. Or it is assumed that the buried 
material lies encapsulated, evoking only a steady counterpressure 
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on its ego overcovering. It would only be necessary to make a 
crucial incision to let the evil purulence out in the form of an 
abreaction. But war neuroses clearly demonstrate that anxiety 
flows from psychophysical springs and constantly exerts a dy- 
namic pressure on the whole personality. Not only is it recreated 
but it augments itself; it is common knowledge that “anxiety 
feeds on itself.” 

Anxiety is a si^al of a normal biological reaction to danger, 
becoming pathological only when experienced in excessive quan- 
tity, or for too long after an appropriate stimulus, or when per- 
sisting without adequate external provocation. It is the subjective 
feeling-tone that accompanies the physiologicad reactions, which 
occur predominantly in the sympathetic nervous system and its 
innervated smooth muscles and glands, in preparation for or 
during external emergencies. Because the ego projects all tensions 
from within to the outside, and treats them as .if they were 
evoked by external agents, anxiety is also a signal of internal 
dangerous tension. Anxiety may arise frorp a state of tension 
between the ego and the incorporated attitudes and ideals of 
parents, teachers, priests and leaders, acting now within the 
person as his ego-ideal. The disapproving punishing attitude 
of the superego to actual or threatened unacceptable thoughts 
or behavior stimulates subjective anxiety and objective phys- 
iological responses as if danger threatened from without. Like- 
wise, the powerful pressure of instinctual drives threatens to 
overwhelm the ego, which then sets into action the same phe- 
nomena of emergency reactions. The poor ego is beset by the 
forces of inner drives, its superego and the hostile external world 
and is made aware of these dangers by the signal of Einxiety (20). 

In war the internal response to the holocaust raging around 
the individual is hostility. In civilian life, desertion by support- 
ing figures, losses of all sorts, frustrations, etc., also evoke reac- 
tions of rage. It is the quantity of this evoked hostility that is 
the essential difierence in war neuroses. Some stimuli evoke 
rage spontaneously as a primitive biological emergency reflex. 
Especially is this true of real external danger. Other stimuli 
cause similar responses only because they have dangerous 
meanii^ to the ego, and after such interpretations they are 
treated as threatening noxious agents. Once rage is activated, it 
is translated into action and its energy must be expended in 
some form of action, since it evokes profound and rapid mobiliza^ 
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tion of emergency physiological forces. Small quantities incite 
physiological preparedness and a state of apprehension, which 
alert the organism and sharpen the projicient senses. Large 
quantities are not self-contained and need an effector apparatus 
and a goal. In the absence of these, disturbances within the 
internal organs develop and may become irreversible (12). 

The stimulus may be so catastrophic that the person has no 
time for response, and in fact may become imconscious before 
action can occur. There may be no weapon or means at hand 
with which to liberate aggression. The man may be so pinned 
down literally in war or figuratively in civilian life that aggres-* 
sion becomes destructive to himself. The initiated physiological 
reaction may exert such a powerful effect on the ego that, as 
after the initial stimulation, of consciousness in an epileptic fit, 
it blacks out to a state of helpless tmconsciousness (49). The 
civilian superego may deter the ego from expression of hostility. 
Thus, because of prohibitions from the past, the counteracting 
pressure of reality or an overwhelming strength of rage, the 
ego may not be able to express its energy adequately. This 
blocking may occur whether that energy is stimulated by a 
single catastrophe or built up by a seri® of repeated smaller 
frustrating events. 

The ego is then faced with the threat and actuality of external 
dangers, with intense hostilities engendered from within so 
powerful that they threaten its vay existence, with its personal 
superego which disapproves of the quantity of mobilized aggres- 
sion and with its group suparego which abhors the ever present 
thought of flight to escape the danger. The ego must deal with 
all these forces and maintain its cool objective disc r i m i n ation in 
order to preserve its existence. Alone it vrauld fail; as part of a 
group, its span is often large enough. 

In our discussion of the aggressive responses stimulated 
wi thin the individual by catastrophic external events, we also 
mentioned the ego’s interpr^ation of certain situations as being 
significantly dangerous to it. This personalized meaning is the 
crystallization of all the person’s past experience and his reaction 
is his stereotyped pattern. In this sense, as well as in his re- 
creation of his soci^ or combat group in the light of his family 
constellation, he demonstrates a repetition compulsion. But 
even more important as a repetition compulsion is the reaction 
to amdetyj once it overwhehns the ego. Anxiety then seems to be 
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interpreted by the ego as a signal that old unresolved conflicts are 
again active. It is as if, once the ego’s discriminatory powers are 
lost, anxiety rather than being projected to the contemporary 
threatening external events is often attached to the safer conflicts 
of the distzmt past. It is internalized rather than projected. This 
is the same mechanism that permits a man to have battle dresims 
of past combat in distant lands rather than nightmares portray- 
ing his real fears of the present time. 


The relationship between the individual and his group is 
like a pulsation that varies in amplitude under different condi- 
tions. There seem to be optimum degrees of independent indi- 
vidualization and dependence on a group for each person. An 
excessive amount of either, depending on the culture and the 
times, is pathological. Independence of all human contacts or 
shunning of group activities and complete dependence on 
the group are quantitative polar opposites. In the former cate- 
gory have been some of our greatest inventive geniuses and 
scientists as well as the schizoid and the product of a background 
of deprivation causing mistrust of all social units; in the authori- 
tarian nations the latter attitude represents a successful social 
adaptation. In times of danger the pulsation extends further 
out to the group; in times of peace it remains closer to the 
individuzd. The psychiatric casualty loses his capacity for ex- 
tensive integration into a group. Thus in varying conditions of 
stress, of culture: and of time, independence and dependence vary 
in their acceptable and economical quantities. There are no 
fixed quantities of each. In the realm of psychopathology it is 
now clear that an individual may become so habituated to an 
optimum quzmtity of group compliance that he becomes mal- 
adapted to the individual life inherent in our democracy. He 
then must struggle anew to effect a successful adaptation and in 
his temporary failures develops added neurotic symptoms. This 
brings us to a discussion of the social implications of the war 
veteran in his struggles for readaptation to society. 



CHAPTER 20 


General Social Implications 


In the preceding chapters we have been concerned with the 
effects of combat stress on the soldier in the active combat zone 
and after his return to army -life in this coimtry. The emphasis 
has been on the individual and his reaction to ^ environment, 
abroad and at hoiDe. The story, however, would not be complete 
without an epilogue re-evaluating what we have learned about 
the individutil in terms of the society of the future. To lift the 
veil of the future in this way is an uncertain procedure, but it is 
neither presumptuous nor premature. We know what has hap- 
pened to many individuals as a result of their combat experi- 
ences. We have learned how and why they have changed. We 
have seen how our patients have been broken by their experi- 
ences and how, to various degrees, they can be helped back to 
strength and mastery. For some, knowledge of their human 
weaknesses has developed in them humility and tolerance, 
making more civilized men of them. For many the return from 
regression and helplessness to strtegth and assurance will not 
have been complete by the time of their discharge to civilian 
life. At the present time such men are entering civilian society 
in a small but steady trickle. They foim too small a segment of 
the general population as yet to create an observable effect. 
There is still time, to anticipate this effect before the trickle 
swells to a flood tide at the war’s end. 

Too high a priority cannot be given to this problem at the 
present time. In the future, when appreciably large numbers of 
men with regressed attitudes and damaged confidence enter 
civiHam life, it may be too late to correct or control the immediate 
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emotional reaction which will be aroused by their impact upon 
civilians who have had no experience or knowledge of the war. 
In no previous war have so many soldiers been in service for so 
long a time, so that our problems will be both intensive and 
extensive. In the absence of an intiinate knowledge of the feelings 
and problems of the combat vetaran, it is easy to see how over- 
solicitous or overharsh attitudes in the nonmUitary public could 
lead to a vast confusion. If the public mind should become 
clouded by strong emotion based on excessive sympathy, guUt 
or envy — ^and this has been the past history of civilian reactions 
to soldiers returning from other wars — ^then it will be extremely 
difficult to institute reasonable policies amd a rational program. 
Furthermore, the returned soldiers, although a part of the 
general public, will be in a position to influence or perhaps 
dominate policies by virtue of their numbers and capacity for 
organization. Thus it is possible to anticipate a deep cleavage 
in the social structure, with former soldiers and their sympa- 
thizers lined up on one side and their nomrulitary opponents on 
the other. It might then easily become a question of how far 
the veterans, who will comprise one third of the voters, could 
force or persuade the public to gratify their needs through 
legislation. 

If such a conflict, with the emotional blind spots and extreme 
attitudes which inevitably follow in its wake, is to be avoided, 
if the returned soldier, especially the psychologically changed 
soldier, is to be successfully reintegrated into civilian society, 
and if that society is to be headed for social progress rather than 
regression, then much depends upon everyone’s understanding 
of the basic forces which have molded the returned combat 
veteran and have brought him to his present condition. 

In order to recapitulate the reactions of the individual 
American soldier to combat stress in terms of our contemporary 
society, let us delineate a hypothetical American. Naturally, no 
thumbnail sketch can encompass the many variables based on 
differences of class, economic background, race or section. It is 
intended rather to picture the most salient features of the 
American as a social being. It is intended, furthermore, that t hi s 
portrait should be idealized, representing what is generally 
wished to be the best in our national culture as a symbol of the 
product of a democratic society. If such a symbol should prove 
on closer examination to be inaccurate and unrealistic, especially 
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for certain minority groups, this would merely serve to point up 
sharply some of the culturally determined fissures in the psy- 
chological armor with which Ae soldier faces strains of combat. 

The typical American is a lover of liberty and independence. 
He has a strong conviction and confidence that he can maintain 
his economic independence by aggressive activity, by hard work, 
without having to sacrifice his freedom of action. Similarly he 
can maintain his freedom of belief without endangering his 
economic independence. If he does not like his job, he can quit 
and find another without reference to his politics. His inde- 
pendence extends to the realm of political action, where he is 
free to choose men who will govern him in the way he wants to 
be governed, and to indulge in activity designed to modify 
existing customs, procedures or laws in the direction he con- 
siders most beneficial to himself. What he does not like he can 
criticize through ’any of the existing means of communication, 
through humor, art, the press, radio or, most common of all, 
through direct verbal attack. His independence is inclusive of 
social activity, pursued according to his taste in matters of dress, 
amusement, recreation and choice of friends, if not without 
censure, at least without prohibition. He can obtain as much 
education as he needs or wants, treat his wife and children much 
as he pleases, and go whither and when he wills. 

The only limitation placed upon this magnificent inde- 
pendence and mastery of his personal destiny is that imposed by 
his conscience, by the personal rights of others and by the law. 
Thus the social group impinges on this symbolic American and 
modifies his independence. Whether the rights of others exert 
their pressure internally, as the force of conscience, or extemallyj 
as the law, the effect is the same, and personal liberty must be 
thereby curbed. Yet the limitation thus imposed is relatively 
slight, requiring only that the independence and personal 
integrity of others be not violently abused. The symbolic Amm- 
can is voluntarily responsive to an ethical control based upon the 
principle that the freedom of action of one individual or group 
shall not forcibly nullify that of another or of the larger social 
group, and that any differences of opinion regmding this matter 
are to be settled by arbitration and majority opinion rather than 
by force. The averaion to the use of violence, ruthless strength 
anrl arbitrary authority as a means of reaching decisions and 
settling disputes betw^ individuals or groups marks the 
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essence of his democratic political and social practice. Out of 
such an ethical concept, he places the maximum value on the 
preservation of his own and every man’s life, dignity and well- 
being, and recoils from destruction and waste of property. 
Although he tries to be realistic in regard to his own imperfec- 
tions and those of his world, he is essentially optimistic, believing 
that with time, patient work, intelligence and imagination 
everything will get better for everybody. At the heart of this 
optimism lies the conviction that in his social order it is possible 
to be aggressive, independent, to look out for his own interest, ih 
short, to be a man, without exploiting, enslaving or doing vio- 
lence to another man or group of men. 

The limitation of his complete independence which the 
American accepts as his ethical obligation to the community 
imposes a certain dependence on the commimity. Since, no 
matter how strong or able, he is not permitted to satisfy ail his 
needs and desires by his own aggressive activity, he must then 
rely on others for their satisfaction, paying for this through his 
service to the community or group. The dependence is not 
limited to economic or material support from the group, but 
also includes emotional support. Although it is true that a man 
cannot live on love alone, neither can he live without it, and 
the American thrives on the respect and regard in which he is 
held in the community. In many other ways the community 
demonstrates its love for and interest in him: by protecting him 
from human harm; by safeguarding him against the violence of 
nature whether manifested by flood, fires, famine or epidemic 
disease; by guarmteeing in essence that, no noatter what happens 
to him, no matter to what helpless state he may fall, he will be 
taken care of, provided he has not grievously sinned against the 
community. As a result, the idealized American’s dependence 
upon the community or group is in a nice balance with h is 
independence. This balance, which can be taken as the sign of 
his social maturity, is in harmony both with his pride and self 
respect as a man, and with his conscience, and ideals as a citizen. 
Accordingly, he is a satisfied, productive person, well adjusted 
to his peaceful way of life. 

To what extent the above description is a true picture of the 
actual state of affairs will be considered at a later point. At 
the present time, our chief concern is this: cm such an individual, 
so well adjusted to a peaceful and democratic society, success- 
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fully adjust to the stress of war? And if so, how? The author of 
“Mein Kampf” was so dubious of this possibility, so scornful 
of the product of a democratic way of life, that he did not hesitate 
to provoke a war against nations whose material resources and 
available manpower could far outmunber his own. The Ameri- 
can’s self satisfaction was taken as complacency. His emphasis on 
a high material standard of life was called luxury-loving. To the 
fascist mind, his love of independence and freedom appeared as 
a lack of discipline entirely inconsistent with the rugged self 
sacrifice demanded of soldiers. That a nation composed of such 
fundamentally “weak, selfish, immature and politically naive 
people” could rouse itself sufficiently to make war and to wage it 
effectively was merely a bad joke to the Nazi mentality. 

But it was no joke to the American, once attacked; and in the 
Nazi analysis there was at least some truth: it was not easy. 
To wage war successfully required a strenuous reorganization of 
the American character, effected only through a long “training” 
period. This change reached its fullest elaboration in the develop- 
ment of the “combat personality,” previously described, but 
took place in some degree in soldiers and civilians throughout 
the nation. It required a varying sacrifice of all that was most 
precious, reaching its most poignant expression in combat 
troops. For whatever independence and freedom had been their 
lot, they had to substitute acceptance of ever present authority 
and restriction of activity. In place of personal strength and 
individual control of security, they had to rely on the strength 
of the group as protection against situations of undreamed of 
insecurity and threat. Their characteristic self interest had to be 
transformed into a devotion to the group which could transcend 
personal interest. Their aggressive energies, which in a lifetime 
of training they had learned to direct into creative and socially 
fruitful channels, had now to be exploded into hostile and 
destructive activity (9). In payment for this ignoble activity they 
reaped only continued h^dship, anxiety and suffering. The 
only immediate or honorable release from this payment was 
through injury, iUness or death. 

Yet all this was accomplished successfully, and with tolerance 
and humor. The independent American became submissive to 
authority and dependent upon the group. He found a way to 
sacrifice his personal interest and to tolerate the enormous 
anxiety and suffering. He was roused to war, not because of the 
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Strength of his political convictions regarding the necessity of 
the conflict, but because of his feeling that his country and his 
people were in trouble and needed his help. He was able to 
endure combat, not through any romantic attachment to 
or the glory of a soldier’s life, but because of the strength of the 
emotional ties that developed between himself, his comrades and 
his leaders. Guilt toward them would be too great a punishment 
to permit his desertion of his responsibilities. What the fascists 
had not counted on was that the American’s love for his fellow 
American was sufficiently strong to warrant any sacrifice. 
Furthermore, they had not reckoned with the American’s 
ability to throw himself into large organizations or teams on a 
voluntary basis, rather than by force, which was the only basis 
the fascist could comprehend. The American regarded his sub- 
mission to the combat leader and his dependence upon the 
combat team as a necessity of the moment, rather than as a 
blueprint for an ideal society, and never ceased to long for the 
time when he might be free again as a civilian. 

However, after he has been in combat for a long time, some- 
thing may begin to happen to the American soldier; a change 
may occur within him which must raise a serious and tragic 
doubt whediCT he can easily or ever again completely regain 
his former independence and freedom. When this change is 
due primarily to a physical injury, the disability is easily 
apprehended and understood, though the way to help him back 
to independence may be difficult to find. But, when the damage 
is psychological, the disability is more subtle, and the way back 
harder to discern. The psychological injury comes from his 
prolonged exposure to stress and threat in a position of de- 
pendence upon a group and complete submissiveness to author- 
ity. The combat soldier can seldom take care of or protect 
himself. Almost always his security, his life, depend upon the 
effectiveness and strength of the group of men to which he be- 
longs, and upon the way they are led. Even if they are strong, he 
will feel some anxiety and insecurity if the enany has any combat 
effectiveness. If the enemy’s ability to retaliate becomes intense, 
or the group’s ability to fight off the enemy and thus protect 
him becomes weak, then he feels increasingly helpless, unpro- 
tected and weak. The terrific psychological force of anxiety 
arises to combine with physical fatigue in further increasing his 
helplessness. Crippled from within by anxiety and fatigue. 
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deserted from without and abandoned more and more to the 
punishing force of the enemy, he can hardly avoid losing con- 
fidence in himself and losing faith in everyone else. There is no 
object upon which he can release his gathering rage at being so 
abandoned and being rendered so helpless. Even if he should 
be able to hold himself together so that he never becomes a 
psychiatric casualty, some degree of psychological injury takes 
place. If he cracks, then he has the added psychological burden 
of guilt for having deserted his comrades still in combat, or for 
some specific error of omission or commission which resulted in 
the loss of a buddy. 

The above forces play with varying intensity on the varying 
backgrounds of the American soldier, so that, while there are 
many on whom they have only a transient effect, there are also 
many like the patients described in this book on whom the 
effect is more permanent, outlasting removal from the combat 
scene. These men have had their birthright of independence 
exchanged for psychological and physical symptoms, inferiority 
feelings or socially unadapted behavior. At the bottom of their 
actuail symptoms and behavior lie the shattered confidence and 
continued helplessness which have, been the product of their 
combat experiences, and which have enforced a regression to 
and perpetuation of dependent and immature attitudes. Yet, 
just as in combat their dependent position payed off principally 
in anxiety and helplessness rather than in security, so now there 
is no real Satisfaction in it. The returned soldier comes back not 
a Strong hero, but physically and psychologically depleted. For 
what he has given out, he must receive back from others, now, 
at home; yet how can he collect it? If the injury has not been too 
deep, he soon replenishes himself and regains his confidence. If 
the injury has been extensive, then repair is difficult, because the 
dependent need for love, sympathy and support from others is 
so insatiable, confidence in the ability to get satisfaction and 
through satisfaction renewed strengffi is so weak, and the reac- 
tion of the pride to being so helpless and dependent is so painful. 
Who can satisfy the man who needs the amount of love usually 
afforded the child? Nowhere can the environment satisfy him, 
except possibly through caring for him as sin invalid, which is 
the closest po^iblc approximation to the child’s role. Because 
of the inevitable frustration and difficulty in getting satisfaction 
for such an unquenchable need for love and support, the man 
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becomes angry and hostile. He feels cheated. He feels angry on a 
further score, because his pride is so hurt and humiliated as a 
result of his weakened condition and dependent needs. This 
humiliation is frequently manifested in his inability to tolerate 
the slightest authority, bursting into rage at the first show of 
strength on the part of another. Again, just as in combat, it is 
a question of what he can do about feeling so angry. Not only 
his recent combat experiences, but every day lessons with society 
teach him that to become hostile and destructive, to “blow his 
top,” leads only to further ptmishment, anxiety and weakness. 
His accumulated anger thus becomes an added source of anxiety 
and weakness, and, as a result, he is thrown back into more 
regression and dependence. Truly he is caught in a vicious circle. 

The possible implications to society of the future in returning 
large numbers of such angry, regressed, anxiety-ridden, de- 
pendent men to civilian life can now more easily be seen. A far 
cry from the self-reliant American, previously described, he 
offers little hope that Ms resocialization will be easy. To an- 
ticipate that in the normal process of events he will fit himself 
into Ms old routines, and not. bother the nation with a new 
veteran problem, is indulging m naive and wistful optimism. 
Because he is so unhappy, so full of intense longings, so inade- 
quate to satisfy himself through his own activity, he will be driven 
to seek a solution somewhere. Where will he find it? 

In the absence of a comprehensive, national plan for ade- 
quate individual psychotherapy and social aid of whatever type 
is necessary, some of the possible solutions can be amticipated. 
Some of the men will seek the type of support they need from 
their families, clinging to them because of despair of ever re- 
gaining maturity and strength, and because the gratification, 
once established, may be too difficult to give up. Others will 
sedc the same type of gratification and economic support from 
the government, demanding veterans’ pensions and all sorts of 
bonuses on the theory that because of their sacrifice the govern- 
ment now owes them a living. Still others will continue to seek 
gratification through their physical symptoms, spinning out 
their lives as invalids in a veterans’ hospital, or, if they have 
funds, in a private establishment. 

There are other ways in wMch such men may attempt to 
solve their problems. Many feel the urge to get completely 
away from other people. TMs is due to their disillusionment 
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with the possibility of establishing normal human relations with 
others, and this is a true evaluation of the difficulty, inasmuch 
as they have no capacity to enter into any other than a very 
passive or a very hostile relationship. Their solution of this 
difficulty will be a desire to go back to the farm, where they need 
seek nothing from other men but can have a very close relation- 
ship with mother earth. The opportunity to “be your own boss” 
and thus gain the outward form of independence is extremely 
appealing to such men. Far from being a healthy sign, it indi- 
cates the continuance of their lack of adjustment to society. 
Such spurious “independence” may also be manifested in 
nomadism, in frequent changes of employment because of 
sensitivity to being “pushed around” by bosses, or in more 
frankly asocial or criminal behavior (48). In this connection, 
however, it is important to remember that destructive, antisocial 
behavior is not dictated by the habit of savagery learned in 
combat so much as by the violent anger arising in the individual 
as a result of his weakness and dependence. Violence and hostile 
retciliation is often a delusory solution for weakness both in 
individuals and in nations. Only as strength and maturity are 
achieved can temperance and control replace violent reactions 
or abject submission. 

Probably the most common solution for these difficulties wiU 
be the search of the veterans for a group with strong leadersliip 
to which to bind themselves regardless of its idoalogy. Such a 
group would afford them the care, interest and dependent 
gratification which they have so missed in civilian life. Unlike 
the army group, to which they had become partially habituated, 
but in a damaging way, the new group must have the virtue of 
fi g h tin g for their own interest, or at least be able to convince 
the men that such is the intent. This is important because 
dependence within the army group required the individual to 
pay the high price of constantly risHng his life. On this account, 
it is often felt that the army, even the government, is owed 
nothing but resentment, antagonism or hatred. Whether or not 
the new group is actually for the interest of the veteran would 
not be nearly so important as its ability to convince him that it is, 
by aggressive activity in fighting for matters of importance to 
the veteran. In this the veteran may not be seeking personal 
independence or real strength and maturity, so much as a 
security based again on the strength of a group. Again, through 
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identifying himself with the strong group, in a repetition of the 
technique which was so necessary in combat, he may himself feel 
strong. Similarly by finding an external enemy on which to 
blame the weakness and unhappiness of the veteran, the group 
may find an acceptable object for his pent-up hostilities and 
aggressions, actually arising from internal sources. The volume 
of hatred and aggression thus released could easily assume a 
dynamic force not easy to stop or control. 

What form such a group would take, whether it would be a 
political party, purely a veterans’ organization, a labor union, 
or some as yet unpredictable organization, is not of great 
significance. At the present time, one can merely note the possi- 
bilities of the trend. What is apparent is that the tendency 
toward the development of dependent relationships in groups, 
which was learned -in the army and fixed by the regression 
incident to the trauma of combat, has a way of perpetuating 
itself, and of seeking new forms of expression. It is as if inde- 
pendence and maturity, once given up, are difficult to regain, 
especially in the face of ever new difficulties. Strong groups then 
present attractive possibilities, and are probably necessary to 
the individual, imtil such time as he can again feel strong enough 
to take more responsibility for himself. 

This fact raises the extremely important question of the 
character of the group with which an individual identifies him- 
self — ^its psychology, purpose within the social structure and 
intent with regard to the individual. This question, so funda- 
mental to political and social psychology, can, be stated briefly, 
though with considerable oversimplification, by contrasting two 
theoretical groups. The first is intended to fix the individual in a 
dependent position, requiring of him absolute submission to 
authority, tolerance of deprivation and personal frustration, 
with the aim of creating an exce^ively strong and efiective 
group, a modem counterpart of which is the fascist dictatorship. 
The second is dedicated to furthering the independence amd 
strength of the individual by supporting him and fighting for his 
individual needs, at the same time permitting him firee choice of 
gratifying his needs from any other group which would be to his 
interest. This second group is represented today by the political 
parties and special pressure groups within a democratic state. 

In the first group the individu^ may or may not voluntarily 
identify himself with the group, but at any rate he has little 
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choice in the matter. If he refuses to join or submit to the group, 
he is eliminated by being economically neutralized so tMt he 
cannot live, or by being socially isolated. This identification by 
force ofiers the individual the reward of being loved and taken 
care of by the group as long as he submits without question to 
its authority and does not protest the discomfort and sacrifice 
involved. Although the individual is thus deprived of his inde- 
pendence and fireedom of action, any humiliation suffered by 
his pride in this connection is rendered painless in two ways. 
First, the strict hierarchical stratification of social organization 
imposed by such a group places the individual in a position 
where, although he must submit to authority from above, he 
can impose the same sort of authority on some one below him. 
Secondly, although this makes it most difficult for those at the 
bottom of the social scale, even the lowliest are strengthened 
through their identification with the glory and strength of the 
group itself. Lastly, any resentment or shame left over firom 
such a firustration of masculine independence and authority is 
absorbed by the group’s exceedingly hostile and destructive 
activity toward its external enemies. Thus rage and aggressions 
rnmirig from many personal frustrations are displaced against 
the external enemy, which minimizes fidction within the group. 
The projection of hostility ,to the “cruel enemy” not only in- 
creases the individuals’ need for and loyalty to each other but 
also removes any guilt over the hostile, destructive activity 
initiated by the group. Never living developed complete con- 
fidence in this technique for removing guilt, the modern fascist 
state has attempted to supplement it by destroying the ethical 
basis for guilt over destruction, inherent in Western civilization, 
by substituting the dogma of the superman and master race not 
bound by such an ethical code. It is not necessary, however, to 
resort to this trick in order to liberate hostile, destructive activity 
toward a supposed enemy, inasmuch as Western civilization has 
long been able to tolerate a certain amotmt of guilt in this matter 
without too much difficulty, by relying on the technique of 
projection and displacement to the “guilty” enemy, and in- 
cluding every conflict vrith the argument over who started it. 

It is not diflBcult to see how the individual, once he has 
become habituated to the psychological mechanisms implicit in 
such a group> can become well adjusted to his dependent posi- 
tton, feel secure, and function effectively and without severe 
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intrapsychic conflict — as long as the group remains strong. And 
how could a group such as this, composed of such well coordi- 
nated, well disciplined, aggressive individutils, not continue to 
be strong? Only through the failure of the leadership of the 
group, or through the too effective retaliation of the enemy. 
Should the strength of the group collapse in defeat or dissolution, 
then each individuzil is thrown into a state of complete helpless- 
ness, and suffers the severe anxiety and hostility born of being 
abandoned in a dependent and helpless position to the cruel and 
punishing enemy. 

These are the mechanisms which enable the individuals 
belonging to fascist groups to flmction so effectively in peace or 
war, and which make them, after their defeat, such a severe 
problem to societies oriented toward more democratic policies. 
It comes with something of a shock to realize that these are also 
the mechanisms which apply to the American combat soldier, 
both in psychological hedth and in the illness which overtakes 
him. In order to become an efiective soldier, he must learn to 
adapt himself to a completely undemocratic group, which 
requires of him submission and fixation in a dependent position. 
The fascist enemy, which is in essence a military group, cannot be 
dominated or held in check by a democratic society unless that 
society to some extent regresses to the level of the former. The 
first step in that regression is the formation of a large and effec- 
tive military group. Whether or not this is also the last step in 
the regression, whether or not, after a victory, the remainder of 
the democratic world can proceed along its accustomed path 
and retain the personal dignity of the individual, cannot easily 
be foreseen at the present time, inasmuch as it depends upon the 
temper, skill and understzmding of the men who make the peace. 
A question more germane to the present discussion is whether or 
not an American soldier, once conditioned to this regressed 
and dependent position, can be helped back to independence 
and good health, or whether he must remain continually unad- 
justed, physically or psychologically ill, or forever in search of a 
strong group to give him the illusion of the strength he lost as a 
member of the military group. 

It has already been stated that many recover quite spon- 
taneously. Many others are helped by skillful psychotherapy, as 
outlined in previous chapters in which the individual is per- 
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mitted to abreact his severe anxieties and hostilities, learning 
from this experience how to recover his confidence and how to 
re-establish his faith in mature human relations. But there arc 
stm many men who will not have the advantage of such help 
and some will fail to be greatly improved after the somewhat 
brief psychiatric help which is all that can be provided in the 
army setting. What of these? 

Examination of those men who fail to readapt to life in our 
democratic social structure shows, with considerable consistency, 
that they were predisposed in a characteristic way to the ir- 
reversible change which overtook them under the stress of 
combat. By predisposition is meant not a pre-existing neurotic 
illness nor a familial trait, but a weak spot within the personality, 
a concealed Achilles’ heel, which rendered the individual 
particularly sensitive to the forces which act upon him in combat. 
This sensitivity is characterized by the existence of strong emo- 
tional dependence or of strong overcompensatory trends against 
dependence. As we have repeatedly stated, dependent trends exist 
within everyone. The question in regard to predisposition to 
illness is that of degree: how much, what type, and what are 
the strengths of the opposing personality forces? In the cases 
under consideration, study has revealed that these trends have 
existed in quantities more intense than is consistent with the 
biological maturity of the individual, even though many of them 
are still in the postadolescent years, yet not sufficiently intense 
to have become manifest as neurotic illness prior to the stress 
of combat. The discovery of these trends among so large a por- 
tion of American youth as represented in the army, and the 
examination of their social and psychological background, 
bring into sharp focus the inaccuracy of the portrait of the sym- 
bolic self-reliant American, described at the beginning of this 
c ha pter. Beyond the truism that we are not a homogeneous 
nation, and therefore can never be represented by so simple a 
symbol, lies the fact that large numbers of us have never been 
free from the internal inertia and forces dragging us back toward 
the ehilHish state of dependent gratifications. We have set up a 
straw man not merely to bum it down, but to underline the 
distinction between what we are and what we would like to be, 
between the psychological and social fact, and the ideal we have 
set for ourselves. Because the difference between the ideal and 
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the fact is sometimes so great, a severe intrapsychic tension is 
established which, with an increase in the degree of external 
stress, often leads to psychological illness. 

For each individual, psychological growth results only after 
a painful process of gradual maturation from the prolonged 
i mmat urity aind dependence characteristic of the human animal. 
Biologically man is less able than any other animal to exist 
without prolonged and effective support from parental figures. 
Certain factors within our American culture, however, seem 
calculated to prolong this dependence beyond its usuEil bio- 
logical duration. Among these factors the most important are 
overprotection and spoiling, and their opposites, deprivation and 
frustration, 

In many ways both American parents and American society 
as a whole encourage and even force an individual to maintain 
an emotional dependence for long years after he has become 
biologically self-sufficient. Compulsory education is imposed upon 
him through adolescence. The law prevents him from working 
independently in most states until he reaches the age of 16. 
He is prevented from marrying without the consent of his 
parents, or from voting, untU the age of 21. In our cqimtry, 
thousands of boys are expected to continue their education in 
colleges and universities until their middle or late twenties. 
In fact, a college education is almost a social necessity for those 
who wish to advance rapidly m white collar jobs. Thus society 
increasingly demonstrates its intention of depriving boys of the 
responsibility which forges maturity until they have reached a 
late age compared with the time of biological maturity. Parents 
have contributed even more effectively than society as a whole to 
the delay in emotional maturation. We have been struck, while 
dealing with our patients, by the different ways, some subtle, 
some forthright, in which parents, especially mothers, attempt 
to bind the boys to the family bosom. Sometimes the call is 
economic and the boys are continually reminded of their obliga- 
tion to support mother, father, grandmother or sister, preferably 
by remaining at home. This casts the individual in the role of 
the mature provider but is frequently a rationalization to cover 
the fact that the boy is wanted at home by his parents. Chisholm 
(9) has pointed out how, in this age of emphasis, on’ “safety 
first,”. parents frequently urge their children to take no chances, 
and this is confirmed by our experience with patients whose 
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parents constantly bombard them with admonitions and warn- 
ings concerning their personal safety which are completely 
inappropriate to the activities engaged in by the sons. In view 
of the ordinary inertia which makes it difficult to give up the 
gratifications of a dependent childhood, it is small wonder that 
the children of such individuals have difficulty with die process 
of emotional maturation. 

Just as deleterious to the achievement of real emotional 
independence as spoiling and overprotection are frustration 
and deprivation. We have become acutely aware of the extent 
of psychological starvation and its crippling effect in observing 
the average American youth in the army. Deprivation is a 
common experience of children coming firom the homes of low 
wage earners. This is due not so much to the lack of the ordinary 
necessities of life as to the frequency of broken homes and re- 
jecting parents. Parenthood is often forced on these people by 
ignorance or lack of contraceptives. There can be no more 
effective tirgument for plamned parenthood through the use of 
contraceptives than the disastrous later life of the unwanted 
child. The frequency of broken homes due to parental alcoholism 
or severely neurotic behavior is astounding. Separation, divorce 
or the substitution of cruel stepfathers is a recurrent item in the 
histories of our patients, many of whom had a fairly good, if 
tenuous, adjustment prior to the stress of combat. Such indi- 
viduals feel intensely cheated of the dependent gratification 
which should be every child’s lot, and enter into each human 
relationship with a strong need to receive such gratification, 
and an equally strong despair of achieving it. As a result they 
may remain ciistant, cold or remotely hostile, but carry on in 
their work until an increase in external stress deprives them even 
of the ability to be independent of others. Then, having no 
emotional gratification of any sort, they are thrown into a severe 
illness. 

All these factors, plus the fact that economic security through 
independent aggressive activity is by no means guaranteed in 
our civilization, tend to increase a desire for strong emotional 
support in our youngsters. Our civilization has developed atti- 
tudes that prevent or delay normal maturation in its children, 
among which are increasing nurture of the growing child and 
the increasing feminine dominance of family life. Yet these 
attitudes are tacit and are concealed not only from the people 
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affected but from those who are responsible for promulgating 
them. Actually, our society still maintains as its theoretical ideal 
the free, independent individualistic man of its frontier days. 
Thus the strong dependent needs of the boy are in serious con- 
flict with the forces pushing toward aggressive, independent, 
masculine and competitive existence. This is the normal conflict 
of adolescence in any age, but at the present time we are re- 
sponsible for increasing the intensity of the conflict. We demand 
independence, yet block it at every turn. In so doiag we create 
a confusion m ideals, which finds its repercussions not only in 
the difficulties of the individual, but also in the uncertainty of 
the nation in foreign and domestic policy. Rugged individualism 
with social security, freedom with complacency, internationalism 
without sacrifice of sovereign rights, are all part of the same con- 
fusion. This confusion of ideals leads increasingly to corrupt 
individual ego-ideals and cynicism, in which the ideal is con- 
sidered with suspicion (1). 

The cynical mask only feebly conceals the underlying 
tragedy, resulting from the wide differences between frustrating 
reality and the beloved ideal. Such attitudes, fortunately, have 
only a partial acceptance among the public. It is true that 
during hard times, when reality becomes particularly difficult, 
we begin to hear voices raised for the totad scrapping of the ideail. 
Then more authoritarian political systems are eyed by a few 
with envy, and we begin to hear of the need for stronger and 
more determined leadership as a substitute for government 
reacting to the will of the people. In general, however, optimism 
regarding the possibilities of fulfillment of the American ideal 
of freedom and independence coexists with disillusionment and 
is the stronger of the two. But there is good reason to fear that 
this may not be the case with the returned soldiers who have 
been psychologically and physically wounded. For so many of 
them, their conflicts had never been successfully resolved, either 
because of their youth or because of blocking of previous efforts 
toward independence. Then, having been seriously wotmded 
in the spirit or in the body, and having lost confidence in their 
ability ever again to achieve effectiveness and independence 
in the future, they must either remain angry and depressed or 
give up the ideal of independence. If the latter should occur, 
they may seek dut any group whose strength will lend them 
support, without any consideration of the ideal or ethics of sudi 
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a group. They may perhaps even be attracted by a group whose 
announced or tacit policies are undemocratic or in opposition 
to the American ideal of liberalism and freedom, happy again 
in the feeling of comradeship, unity, warm affection and 
support afforded by strong men who are interested in them. 

In order to forestall this danger, and in order to rehabilitate 
and restore the returned combat soldier to a maximum social 
adjustment, a national program based upon a thorough under- 
standing of the problem by every segment of the population 
is needed. This understcinding must embrace the following 
considerations. Although many of the physical complaints, the 
anxieties and the resentments of the veteran are based upon 
perfectly legitimate grounds, many will be derived by displace- 
ment and projection from unconscious soiurces and thus wiU be 
irrational and not susceptible to reasonable argument. The 
critical force, initiated by combat stress, behind these difficulties 
is regressive, resulting in immature attitudes characterized by 
strong dependent needs for affection and care and permissive- 
ness from the man’s environment. These needs and the 
symptoms they evoke cannot be influenced by persuasion or 
condemnation, butonly by wise understanding, which temporarily 
permits the regression, and supports the need for care and affec- 
tion as long as is reasonable and necessary for the replenish- 
ment of the depleted reservoir of passive gratiflcation. When the 
dependent needs have had some fulfillment and active and 
independent trends become increasingly evident, then the 
environment must facilitate these efforts socially and economi- 
cally by furnishing satisfying outlets, lest a new frustration cause 
a return of the regression. Then as he becomes more and more 
active and self-confident, his irrational complaints and behavior 
will tend to disappear and the veteran will be able to fit himself 
into his normal social groove. 

It has been sometimes stated that the veteran does not want 
people to pay attention to him, that he wants to be let alone and 
ignored. This does not coincide with our experience. Actually 
the veteran does not want to be ignored; he wants to be under- 
stood and helped. It is only because of his inability to understand 
himself, and of his lack of faith in the capacity of others to under- 
stand or help him, that he prefers to be alone with difficulties 
or in the company of other combat veterans. He is usually as 
quickly responsive to those who actually understand his prob- 
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lems and know how to help him, as he is cold to oversolicitous, 
insincere or thoughtless approaches. The understanding which 
means help should begin in the bosom of his family, the first line 
of civilian therapy. It must, however, be supplemented by public 
attitudes which avoid the twin evils of oversolicitousness and 
indifference, while providing adequate medical care and social 
and economic outlets for activity. The nation or the community 
should be prepared with a comprehensive plan for ambulatory 
medical and psychiatric care, for hospitalization, for job analysis 
and placement, and for social aid of all types including family 
counseling. If this is doiie, the veteran should have the feeling 
that, because of his sacrifice, his country is truly doing every- 
thing possible to restore to him as much feedomand independence 
and good health as will be possible in the world which follows 
the war. 

As psychiatrists we are able to indicate the psychological 
trends of individuals and groups as they develop under stress and 
afterwards. We can treat the individual patient with his power- 
fully regressive tendencies, but we can have no effect upon the 
regressive trends within society. The principles of this social 
therapy, however, are the same and are based on an under- 
standing of dynamic social psychology. Gratification of needed 
dependence, direction of aggressions into constructive channels, 
each in its essential proportions, are essentially processes of 
good democracy. The details of the . treatment, which in the 
social sense we call education, are a task for a host of specialists 
who are expert in social, economic and political techniques. 
There are difficult times ahead for all of us, and a decent solution 
of our many future problems requires the cooperation of every- 
one of good will and intelligence among the general public and 
in the government. The groundwork for these activities requires 
information of what goes on, possible only through frank and 
open dissemination of cutrent knowledge. For that reason we 
have felt it necessary to write what we have learned about 
men under stress. 
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Assignment, new, of returnees, 189 
(see also Disposition of cases) 
Attitude, emotional, release of, 379 
hostile-aggressive, causes of, 325 
prognosis for, 423 
of returnees upon redistribution, 
189 

“keep it to yourself,” in anxiety, 160 
• transference, handling of, by psycho- 
therapist, 158 
(see also Reaction) 

Aviators (see Fliers) 

B 

Bad weather flying, phobic response to, 
97 

Barbiturates, for narcosis, 393 
in narcosynthesis, 176 
as sedatives, 156, 413 
Blood sugar toleramcc tests in patients, 
411 

Blurring of vision, as conversion symp- 
tom, 104 
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Sombers, heavy, affecting personality 
of fliers, 27 

pilots of, responsibilities of, 23 

with obsessive-compulsive person- 
alities, 12 

Bombing of civilians, flier’s reaction to, 
35, 132 

Broken homes, as factor in neurosis, 9 
{see also Home) 

Brooding, over combat experiences, 54 
Brother relationship, in combat crews, 
25, 112, 157, 361, 363 

G 

Cardiac disturbance, in anxiety, 200 
psychogenic, 13, 273 
Jase histories 

1. Copilot, with lifelong anxiety, yet 

able to endure full tour of 
combat duty, 14 

2. Early breakdown in highly pre- 

disposed pilot under minimal 
stress, 57 

3. Epileptiform seizure under min- 

imal stress in insecure, un- 
stable flier with strong super- 
ego, 60 

4. Anxiety and depression under 

difficult living conditions but 
minimal combat stress in a 
compulsive pilot, 64 

5. Severe breakdown after moder- 

ate stress in case of stabilized 
anxiety neurosis when phobia 
of death becomes a reality in 
combat, 66 

6. Anxiety stimulated by minimal 

stress but evoking no superego 
reaction, 71 

7. Retreat from combat stress, re- 

sulting in no intrapsychic 
conflict, 73 

8. Failure of adaptation, not be- 

cause of combat anxiety but 
because of psychopathic per- 
sonality, 79 


Case histories 

9. Stable individual with strong 
ego-ideals gradually experi- 
encing increased free anxiety 
eventuating in combat failure 
in spite of overcompensations, 
85 

10. Severe free anxiety precipitated 

by single catastrophe, 90 

11. Severe long-lasting free anxiety 

accompanied by psychosomatic 
regression, 95 

12. Specific phobic defense devel- 

oped against severe anxiety, 99 

13. Phobic defense precipitated by 

a specific catastrophe, 101 

14. Hysterical . conversion symptom 

related to the visual appara- 
tus, 105 

15. Diarrhea developed as the main 

symptom of severe anxiety, 108 

16. Severe depression resulting from 

repeated loss of comrades in 
combat, 114 

17. Anxiety and depression necessi- . 

tating return to the United 
States, which effected con- 
siderable relief — complete re- 
covery by further therapy, 192 

18. Severe anxiety state, developed 

in combat and persisting on 
return home, relieved by psy- 
chotherapy, 195 

19. Anxiety state fixed by conversion 

symptoms, loosened by return 
home and only then amenable 
to psychotherapy, 197 

20. Diagnostic pentothal interview 

revealing a normal reaction 
not requiring therapy, 215 

21. Dependence and hostility ex- 

posed by pentothal interview, 
216 

22. Profound physiological and psy- 

chological depression, 220. 

23. Inamature personality, showing 

marked regression to infantile 
state after relatively mild com- 
bat stress, 227 
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Case histories 

24. Immature personality, who re- 

gressed markedly under stress 
of combat, 230 

25. Severe infantile regression sec- 

ondary to harrowing combat 
experiences — ^anxiety state due 
to frustrations on return home, 
232 

26. Breakdown of attempted solu- 

tion of dependence by assump- 
tion of responsibilities which 
became too great, causing re- 
gression, 234 

27. Dependent, insecure soldier, who 

regressed further because of 
combat experiences — strong 
aggressive overcompensation, 
236 

28. Anxiety due to rejection on 

return home — ^frustration of 
dependent needs stimulated 
by combat experiences, 240 

29. A dependent person, who ma- 

tured psychologically in com- 
bat but who was drawn back 
toward his previous state on 
return home, 243 

30. Vomiting developed after se- 

vere combat experiences as 
sole expression of resentment 
in a previously stable per- 
sonality-^recovery through 
narcosynthesis, 255 

31. Vomiting as part of a regres- 

sive pattern, caused by com- 
bat, in a previously immature 
boy, 260 

32. Previous gastric distress made 

worse by combat, 262 

33. Anorexia and vomiting as a 

regressive reaction to loss of 
supporting figures in combat, 
263 

34. Abdominal pain and vomiting, 

expressing fear and hostility, 
relieved by narcosynthcsis, 
266 


Case histories 

35. Gastrointestinal distress in form 

of hysterical conversion symp- 
toms, representing an intra- 
psychic conflict accentuated 
by combat experiences, 268 

36. Psychogenic headaches caused 

by repressed fear and anger, 
increased by combat, 271 

37. Palpitation and precordial dis- 

tress without cardiac disease, 
due to repressed emotion, 272 

38. Psychogenic diarrhea, 273 

39. Depression because of separa- 

tion from the group, 280 

40. Depression and anxiety of one 

year’s duration due to loss of a 
buddy in combat, 281 

41. Compulsive character precip- 

itated into depression after 
injury and death of conorades 
identified with brothers to- 
ward whom patient had re- 
pressed hostility, 288 

42. Depression after apparent loss 

of buddy to whom patient 
made a promise which he 
failed to keep, 293 

43. Depression following acciden- 

tal shooting of buddy by pa- 
tient, 295 

'44. Depression as a result of frus- 
tration of strong passive-de- 
pendent needs, 298 

45. Depression due to loss of sup- 

porting officer with whom 
patient identified himself, 300 

46. Depression in a compulsive per- 

sonality, 303 

47. Hostility toward authority re- 

leased after loss of confidence 
in leader and increased by loss 
of support from father, 308 

48. Hostility unleashed after fail- 

ure of leadership and breatk- 
jiown in group morale, 310 

49. Hostility toward an unfaithful 

wife displaced to-thc army and 
its ofl&cers, 312 
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Case histories 

50. Mobilization by combat of old 

repressed conflict involving 
hostility, 313 

51. Repressed hostility toward a 

lost comrade, causing anxiety 
and state of tension, 314 

52. Hostility engendered as a re- 

action to loss of security by an 
insecure dependent boy, 316 

53. Hostility in a precombat psy- 

chopathic personality uncon- 
sciously directed to evoke 
punishment, 319 

54. Aggressive behavior in an im- 

mature boy, somewhat re- 
gressed after combat, for the 
purpose of receiving attention, 
322 

55. Hostility reactive to a homo- 

sexual conflict accentuated by 
the symbolic significance of 
enemy attacks, 323 

56. Partial loss of ego discrimina- 

tion — depression and anxiety 
due to repressed hostility, 328 

57. Paranoid-aggressive state mobi- 

lized by frightening war ex- 
periences, producing sleep 
paralysis, 330 

58. Severe paranoid reaction and 

mobilized aggression after har- 
rowing combat e^^periences, 332 

59. Psychotic-like regression in a 

strongly overcompensated pas- 
sive boy after severe emotional 
trauma, 333 

60. Psychopathic personality, pre- 

cipitated into severely ag- 
gressive homicidal state by 
experiences of combat, 340 

61. Narcosynthesis during which the 
> visceral concomitants of severe 

reaction in combat were re- 
peated, 396 

62. Pentothal interview with con- 

siderable emotional abreac- 
tion oi hostility in a very brave 
man, 398 


Case histories 

63. Pentothal treatment unearthing 

the relationship of a specific 
incident in combat to a con- 
version symptom, 400 

64. Pentothal-induced abreaction in- 

dicating the relation of guilt 
to imconscious current and 
past hostility, 402 

65. Reconstruction of amnesia by 

pentothal and exposure of old 
unresolved conflict restimu- 
lated by combat, 404 
Casualties, psychiatric, analysis by 
percentage, 350 

correlation with “operational fa- 
tigue” diagnosis, 346 
from overseas, severity of, 346 
percentage of cases with previous 
neurosis, 350 
two types of, 55 

{see also Case Btistories and Psychia- 
tric casualties) 

Catastrophe, effects of single, 90, 101 
Cerebral cortex, deterioration of, case 
with, 300 

relating to diencephalon, 143—146 
Chest pains, psychogenic, 13 
Civilians, accidents to, 431 

industrial, monotony causing, 431 
safeguards against, 431 
malingering after, 433 
neuroses of, postwar, 434 
psychiatry for, 427 

application of military psychiatry 
to, 427 ' 

and returned combat men, 185, 186, 
444 

Glassifications, of fears, 120 
of psychological trends, 21 1 
of psychosomatic cases, 255 
of returnee patients entering .hospital, 
212 

Claustrophobia, case with, 403 
College education, as social necessity, ^ 
456 

Combat, aerial, physical stress of, 29 
sources of fear in, 33, 34 
versus ground force, 136 
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Combat, brotherhood of teams in, 25, 
112, 361 

“covering-up” therapy in, for anxiety, 
218 

crews, characteristics of, 21 
cohesion of men in, 21 
dietary regime affecting, 31 
emotional relationships in, 24 
friendships within, 22 
geography affecting, 27 
high altitTLide affecting, 31 
lack of sleep of, 30 
low temperatures affecting, 31 
operational fatigue in, relating to 
occupation, 213 
oxygen-lack affecting, 31 
physical depletion in, 32 
prolonged drain on physical re- 
sources of, 30 
stresses on, 29-32, 54 
dreams of, 30 

duties, misclassification for, case of, 76 
early neurotic reaction to, accusation 
of malingering in, 57 
ego exhaustion due to, 128 
emotional stresses in, 33 
endurance of, 11 

environment of, interpretation of 
reality difficult in, 128 
family ties in, 124 
fatigue, analysis of, 351 
criteria for diagnosis of, 351 
(see also Fatigue) 
first experience in, shock of, 44 
flying, tolerance. for, through control 
of anxiety, 149 

influence of, on gastrointestinal symp- 
toms, 276 

on psychosomatic symptoms, 275 
leader, father relationship of, 25 
length of time in, affecting motiva- 
tion, 124 

loss of fiiends in, as source of emo- 
tional stress, 35 
motivation for, 37 
factors in, 39 

sports training relating to, 43 
(see also MoraJe) 
paranoid reaction after, 332 


Combat, passive acceptance of, neces- 
sity for, 38 
personality, 119 
development of, 123 
personnel, anxiety in, 107 
physical stress of aerial, 29 
prognosis upon removal from, 343 
psychological deficiencies from, 53 
psychopathic personalities in, 344 
reactions to, based on previous 
emotional disorders, 53 
early, types of, 56 
religious aspects in, 130 
in returnee patients, 212 
treatment of, at front, 147 
with lack of moral fiber, 69, 77, 135 
relief from, curative power of, 212 
return from, ^ adjustments to civilian 
inhibitions, 362 

and renewal of inhibitions against 
aggressions, 362 

return to, motivation for, distin- 
guishing real from apparent, 
169 

suicidal desire for, 306, 333 
soldier, characteristics of, 122, 123 
home thoughts of, 182, 184 
recourses of, under stress, 357 
(see also Enlisted men) 
weak ego in, 73 

weakening personal identifications, 45 
weight loss during, 32 
zone, treatment of neuroses in, 
results of, 391 
(see also Stress) 

Competitive geunes in convalescence, 
415 

Compromises, neurotic, 82 
in aggresaon, 363 
resulting from suppression of emo- 
tion, 160 

in severe stress, 82 

Compulsions dispelling dangerous situa- 
tion, 327 

Conflict, between desire and reality, 225 
homosexual, hostility reactive to, 323 
with paranoid aggression, 331, 341, 
354 
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Conflict, intensity of, in combat crews, 
36 

intrapsychic, lack of, in retreat from 
combat stress, 73 

Convalescence, competitive games in, 
415 

the patient’s day in, 416 

Convalescent Services Division, func- 
tions of, 416 

Convalescent therapy, 414 
functions of, 418 

Conversion hysteria, in paratroops, 104 
states, 84, 103, 159 
symptoms, 104, 138 
blurring of vision in, 104 
displacing anxiety, 103, 138 
from poor insight in free anxiety, 
84 

hysterical, after moderate combat 
stress, 13 

related to visual apparatus, 105 

Cortex and lower centers, 143-146 
in narcosynthesis, 176 

Countertransference, of doctor, influ- 
ence of, 376 

“Govering-up’^ technique, 218 

Cowardice charges, 93, 363 

Crews, combat (see Combat crews) 
lost, survivors of, suffering disabling 
anxiety, 94 

Cure, relief from combat not always 
providing, 212 

rest, in early war neuroses, 209 

D. 

Daedalus and Icarus, Greek myth of, 
regarding flying, 3 

Danger, compulsions dispelling, 327 
in flying, 4 

perceptions of, blocked out by hys- 
teria, 327 

Dead comrades, identification with, as 
source of depressioii, 112, 361 
(see also Guilt) 

phobia of, causing breakdown in 
combat, 66 

Decompression, in potild neuroses, 211 
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Dependence, of adolescents, prolonged 
in American society, 456 
of veteran, gratified by identification 
with group, 451 
Dependent states, 225 
Depletion, of ego, 357 
physical, in combat crew, 32 
Depression, 84, 112, 278 

causing suicidal drives to return to 
combat, 306 

from death of friend, 112 
from repressed hostility for mourned 
person, 305 

(see also Case Histories) 
and guilt, 278 

(see also Guilt and depression) 
in passive-dependent patient, 339 
in returned combat personnel, 360 
with good insight, in free anxiety, 84 
Depth perception, difficulty of, as con- 
version symptom, 104 
Desensitization of ego, in anxiety, 383 
Desire, and reality, conflict between, 225 
suicidal, to return to combat, 306 
Diagnosis, of combat fatigue, criteria 
for, 351 

examination of, 353 
psychiatric, concurrent with psycho- 
therapy, 223 

Diarrhea, psychogenic, 13, 108, 140, 273 
(see also Gastrointestinal disturbances) 
“Dicing” missions, 75 
Diencephalon, relating to cerebral cor- 
tex, 143-146 

Dietary regime, effects of, on combat 
crews, 31 

of high caloric value, 412 
types of rations in, aflecting gastro- 
intestinal functions, 111 
vitamins in, 412 

Disability, chronic, in civilian accident 
cases, 432 

Discharge, for nonadaptability, 424 
Disposition of discharged cases, 167, 178 
method of, 178 

relation of occupation to, 421 
wide range of, 167 

Disillusionment, on reaching home, 185, 
249 
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Dissolution, ego threatened with, 348 
Divorces, among returnees, 187 
Doctor, countertransference of, influence 
of, 376 

overseas experiences of, affecting 
postwar practice, 429 
Dreams, 245, 364 
analysis of, 245, 365 
anxiety, 102, 192 
catastrophic, 304 
of combat, 30, 260 
sexual, 314 

Drive, suicidal, to return to combat, 306 
Drug therapy, 408 
Dynamics of anxiety, 88 
{see also Psychodynamics) 

' ' E 

Education, college, as social necessity, 
456 

Efiiciency, in combat teams, 54 
Effort syndrome, absence of, among 
fliers, 108 
Ego in anxiety, 129 
deficiency of, 98 
degree of control, 168 
depiction of, 357 
desensitization of, 383 
exhaustion in combat, 128 
functions of, 137 
paralysis of, 356 

numbness after long-continued activ- 
.. ation of emergency mecha- 
nisms, 222 

reality-testing functions of, in psy- 
chosis and neurosis, 327 
self protection of, 130 
sensitivity and superego, 68 
suppressing emotion, 160 
threatened with dissolution, 348 
weak, during combat, 73 
by suppressing emotion, 160 
{see also Case Histories) 

Electric shock, in psychotherapy, 407 
Emergency mechanisms, of ego, numb- 
ness of, 222 

Emotion, ego's suppression of, 160 
release of, 379 


Emotion, suppression of, resulting in 
compromise, 160 
weakening ego, 160 

Emotional disturbances, influencing re- 
actions to combat, 53 
on returning home, 188 
reactions, of flier, during last few 
missions, 183 

relationships, in combat teams, 24 
stresses, in combat, 33 

Endocrine system, possible involvement 
of, in operational fatigue, 220, 
222 

Endurance, of combat, 1 1 
{see also Tolerance) 

Enlisted men, from broken homes, as 
AAF candidates, 9 
grounding of, effect of, 278 
hospitalized after return to U.S., 215 
prognosis for, compared to flying 
officers, 373 

relation of occupation to disposition 
of discharged cases, 421 
sicker than oflScers, reasons why, 422 
with operational fatigue, incidence of, 
213 

Enuresis, as symptom of early passive 
trends, 239 

Environment, of combat, interpretation 
of reality difficult in, 128 
stress of, affecting soldier, 28 
foreign, depression from, 64 
manipulation of, by Flight Surgedn, 
to case pressure on flier, 155 

Ergotamine tartrate, in war neuroses, 
409 

Ether, abreactions under, 392 

Exhaustion centers, 156, 372 
minimal psychotherapy in, 372 

Exhaustion of ego, in combat, 128 

F 

Facies of flier, expressing amdety, 85 

Family, overindulgent, 72 
overprotective, 42, 62 
ties of, relating to combat, 124 
{see also Home) 
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Fascist statCj 453 

Father relationship, of combat leader to 
crew, 25 

of Flight Surgeon to crew, 157 
as gratification of dependent need, 
357 

Fatiguability, easy, in patients, 220 

Fatigue, combat, analysis of, 351 
criteria for diagnosis of, 351 
of fliers, from firequent missions, 30 
rest camps for relieving, 155 
flying, after Battle of Britain, 182 
phobic states in, 97, 208 ' 

hypoglycemia relating to, 411 
in industrial workers, relating to 
accident rate, 431 
operational, 83, 208 

(see also Case Histories and Opera- 
tional fatigue) 

reactions in, as source of anxiety to 
fliers, 34 

reactions of pilot affected by, 34 
relief of^ in combat crewmen, 155 
threshold of flier’s tolerance of, as 
determined by Flight Simgeon, 
183 

Fear, and anxiety, difference between, 

120 

background of, 120 
classification of, 120 
of dark, as factor in neurosis, 214 
effects of, 254 
as source of strain, 33 
of making friends, 293 
sources of, 120 
in air combat, 33, 34 
(see also Case Histories) 

Fighter pl 2 ines, affecting personalities 
of fliers, 27 

Fliers, background of candidates, 9 
of bombers, with obsessive-compul- 
sive personalities, 12 
characteristics of, 5, 6, 11 
controlling anxiety, aided by Flight 
Surgeon, 155 
d^gers to, 4 

effort syndrome absent am<mg, 108 
emotioiial reactions of, in last few 
xxiissions, 183 


Fliers, environment of, pressure of, cased 
by Flight Surgeon, 155 
facies of, expressing anxiety, 85 
fatigue of, rest camps for relieving, 155 
in fighter planes, 27 
in heavy bombers, 27 
inducements to become, 5, 6 
mother attachment in, 9, 276 
(see also Case Histories) 
overseas, controlling anxiety, 55 
power dives affecting, 31 
pride of, preventing consultation with 
doctor in anxiety, 155, 160 
psychiatric selection of, 10, 55, 166 
reactions of, when fatigued, as source 
of anxiety, 34 
and superstition, 131, 184 
with operational fatigue, incidence, 
213 

(see also Enlisted men and Officers) 
Flight Surgeon, controlling anxiety, 149 
easing pressure of environment, for 
flier, 155 

father relationship of, 157 
helping flier control anxiety, 155 
interviewing candidates, 154 
intuition of, 158 

providing therapy and prophylaxis, 
155 

psychotherapeutic plan of, 158 
record of, for each man, 155 
relation with men, 157 
role of, 147--167 

therapeutic aim of, differing from 
psychiatrist’s, 167 

Flying, bad weather, phobic response 
to, 97 

in combat, tolerance for, through 
control of anxiety, 149 
fatigue, 208 

after Battle of Britain, 182 
phobic states of, 97, 208 
in formation, phobic response to, 97 
at night, phobic response to, 97 
over water, phobic response to, 97 
Freud, repetition compulsion theory of, 

~ regarding dreams, 365 
Friends, loss of, in' combat, as source o^ 
emotional stress, 35 
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Friendships, in combat units, 22 
{jsee also Brother relationship) 

G 

Gaines, competitive, in convalescence, 
415 

Gastrointestinal disturbances, due to 
combat, 251, 262, 268 
as psychosomatic symptoms, 54, 83, 
108, 140, 275 

physical illness relating to. 111 
in semitropical regions, 108 
specific emotions relating to, 276 
types of rations relating to. 111 

Geography, affecting combat group, 31 
affecting gastrointestinal functions, 
108 

Gratification, of dependent need, of 
child,, deprived by broken 
home, 247, 457 
father relation as, 357 
in psychotherapy, 377 
of returnee, by group identifica- 
tion, 451 

of home, insufficient for returnees, 188 
of passive needs, through alcoholism, 
250 

Ground troops, psychotic-like reactions 
of, 343 

with operational fatigue, incidence, 
213 

rounding, of trainees developing 
tociety, 14 

from- neurotic symptoms, 166 
as most severe punishment, 278 
of psychopaths, 344 
rate of, in Asiatic Theaters, 422 
in A-20 personnel, 422 
in operational, fatigue, 213 

Guilt, in abandonment of comrades, 114 
of killing, identification with group 
preventing, 132 

Guilt and depression, 278 
cases of, results in, 423 
clinical symptoms of, 304 
duration of, 280 
expressing regression, 35$ 
from loss of comrades, 114 


Guilt and depression, jealousy resulting 
in, 287 

prognosis for, 423 
in returnee patients, 360 
in unfulfilled promise, 294 
{see also Case Histories) 

H 

“Hard luck” units, morale of, 26 
Harrower-Erickson test, for tolerance 
of stress, 419 

Headache, as conversion symptom, 104 
psychogenic, 271 
in unexpressed aggression, 277 
History taking by psychiatrists, 223, 
225 

Home, broken, depriving child of de- 
pendent gratification, 247, 457 
causing emotional disturbances in 
returnees, 188 , 

desire to return to, neurotic and re- 
gressive reasons for, 184 
disillusionment on reaching, 185, 249 
gratifications of, insufficient for re- 
turnees, 188 

news of, affecting morale, 48 
readjustment necessary after reach- 
ing, 187 

return to, and renewal of inhibitions 
against aggression, 362 
thoughts of, in combat personnel, 182, 

Homosexual conflict, hostility reactive 
to, 323 

in paranoid-aggressive case, 331 
Hospital admission, procedure for war 
neurosis cases, 217, 218 
Hostile-aggressive attitude, causes of, 
325 

in combat stress, 132 
expressing regression, 356 
in free anxiety, 89 
prognosis fori 423 
Hostile reactions, 307 
Hostility, of paranoid personality, 78 
reactive to homosexual conflict, 323 
repressed, inner tension expressing, 
316 
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Hostility, for mourned person, causing 
depression, 305 
(see also Case Histories) 

“Hot” units, morale of, 26 

Hyoscine hydrobromide, in war neu- 
roses, 411 

Hypertension, in xmexpressed aggres- 
sion, 277 

Hyperventilation, as conversion symp- 
tom, 104 

in unexpressed aggression, 277 

Hypnosis, in relation to narcosynthesis, 
394 

use of, in narcosynthesis, 173 

Hypoglycemia, relating to fatigue states, 
411 

Hysteria, blocking out perceptions of 
danger, 327 

in diagnosis of operational fatigue, 
356 

Hysterical conversion symptom, after 
moderate combat stress, 13 

in paratroops, 104 

related to visual apparatus, 105 

I 

Icarus, son of Daedalus, as prototype 
of pilot, 3 

Ideals, strong, causing emotional tor- 
ture in anxiety cases, 88 

Identification, with comrades, avoid- 
ance of, 293 

with dead comrade, as source of 
depression, 361 

with group, as aid to morale, 40 
avoidance of, 293 
benefits of, 122 
breakdown of, factors in, 124 
factors in, 39 

as gratification of veteran’s de- 
pendent needs, 451 . 
incapacity for, 41 

of paranoid personality, 78 
as motivation for combat, 39 
permanent, 125 
political implications of, 45:i 
preventing guilt of killer, 132 
psychopathic incapacity for, 78 
resentment of, 41 


Identification, with group, weakened 
by combat, 45 

Immature personality, regression of, 
under stress, 230 

Inhibitions, against aggressions, re- 
newal of after return from 
combat, 362 

Inner tension, expressing repressed 
hostility, 316 

Insight, difficulty in accepting, example 
of, 106 

in free anxiety states, 84 
good, with depression, 84 
partial, guidance of, 84 
poor, with psychosomatic and 
conversion symptoms, 84 
variations of, 84 

importance of, in cure of neurosis, 158 
lack of, as origin of symptoms in 
anxiety, 16, 105, 139 
pentothal facilitating abreaction as 
initial stage of, 405 
resistance against, example of, 298 
(see also Case Histories) 

Insomnia, from constant tension, 30, 54, 
192, 195, 260 
Insulin, in anorexia, 413 
in war neuroses, 413 
Insulin shock, in psychotherapy, 407 
Intelligence, requirements of, for fliers, 7 
Interpersonal ties, as aid to morale, 279 
Interviews, initial, of fliers by Flight 
Surgeon, 154 

with psychiatrist, procedure of, 374, 
377 

psychiatric, to detect latent neurosis, 
65 

sodium amytal, and pentothal, 170 
Intestinal complaints, confused with 
anxiety symptoms, in semi- 
tropical theaters, 108 
(see also Gastrointestinal disturbances) 
Intuition, in psychotherapy, 158, 373, 
438 


Jealousy, resulting in guilt and depres- 
sion, 287 
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“Jinx mission,” as superstition making 
fliers more vulnerable, 184 
Judgment, loss of, in free anxiety states, 
84 

K 

Killing, as foreign to American training, 
■ 43 

guilt of, identification -mth group 
preventing, 132 

necessity for, accepted by American 
soldier, 43 

renewal of inhibitions against, on 
return home, 362 

without guilt, through identification 
with group, 132 
i^see also Aggression) 

L 

Leader, qualities needed in, 46-48 
affecting morale, 46, 126 
responsibilities of bomber pilot as, 23 
libido, as causative factor in war 
neuroses, 354, 355 

Lobotomy, prefrontal, in psychotherapy, 
407 

Loss, of friends, in combat, as source of 
emotional stress, 35 
of judgment, in free anxiety states, 84 
of weight, in combat zones, 32 
Lost crews, survivors of, suffering dis- 
abling anxiety, 94 
person, returnee resembling, 358 
Love, somatic expression of need for, 
through craving for milk, 140, 
276 

M 

Maladjustment, postwar, 451 
Malingering, accusations of, in early 
neurotic reaction to combat, 57 
after accidents, in civilian life, 43,3 
and anxiety, 141, 346 
and fear of flying, 77 
not involved in patients recovered 
from anxiety states, 191, 346 


Malingering, and phobic mechanisms, 
191 

Marriage, flights into, by returnees, 
expressing regression, 359 
readjustment to, by returnees, 187 
Mechanisms, emergency sympathetic, 
numbing of, in prolonged 
stress, 222 

neurological and psychological, in 
anxiety, 144 

phobic, and malingering, 191 
Medical men, overseas experiences of, 
affecting postwar practice, 429 
Metabolism, possible involvement of, 
in operational fatigue, 220, 222 
Metrazol shock, in psychotherapy, 407 
Milk, craving for, as somatic expression 
of need for love, 140, 276 
Misclassification for combat duties, case 
of, 76 

Misinterpretation of passive-dependent 
trends in war neuroses, 225 
Missions, frequency of, relating to 
fatigue, 30 

last few, emotional reactions of flier 
during, 183 

Monotony, of industrial work, causing 
accidents, 431 

Moral fiber, lack of, reacting to com- 
bat, 69, 77, 135 
Morale, 37, 48 

and capacity for identification, 39 
deterioration of, effect of, 69 
factors in, 37 

and faith in common purpose, 38 
and faith in leadership, 46 
geography affecting, 27 
grounding affecting, 278 
of ‘^hard luck” units, 26 
and hostile paranoid personalities, 78 
of “hot” units, 26 

identification with group as aid to, 40 
interpersonal ties as aid to, 279 
leadership as factor in, 46, 48, 126 
and military tradition, 41 
and news from home, 48 
and patriotism, 40 

and punishment of activity harmful 
to group, 48 
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Morale, relating to emotional illness, 69 
and self sacrifice, 45 
Morphine, as sedative, 413 
Mother attachment in fliers, 9, 276 
(s,ee also Case Histories) 

Motivation, in civilian life, importance 
of, for recovery, 439 
for combat, 37 
factors in, 39 
{see also Morale) 

time length of combat affecting, 124 
Mourned person, repressed hostility for, 
causing depression, 305 
{see also Case Histories) 

N 

Narcissism, 121 

Narcissistic trend, and group identifi- 
cation, 78 

xmder discipline, 123 
Narcoanalysis, 170, 394 
Narcohypnosis, 394 
Narcosis, barbiturates for, 393 
continued, amytal in, 408 
with alcohol, 392 
with ether, 392 
in war neuroses, 408 
Narcosynthesis, 62, 96, 102, 106, 170, 
215, 389, 392, 394 
amytal in, 170 
{see also Amytal) 
hypnosis in, use of, 173 
pentothal in, 170 
{see <Aso Pentothal) 
role of therapist in, 174 
technique of, 170 

Nervous system, sympathetic, chronic 
stimulation of, in patients, 219 
Neurological and psychological mecha- 
nisms, in anxiety, 144 
Neuroses, cardiac, 273 
civilian, postwar, 434 
compromises in, 82 
contrasted with neurotic reactioO, 
119 

contributing factors 350 
convalescent tiicrapy for, 414 
cure of, iimg^xtin, 158 
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Neuroses, early war, rest cure for, 209 
fear of dark as factor in, 214 
fear of making fiiends, 293 
gastric. 111 

hospital admission with, procedure 
of, 217, 218 

hyoscine hydrobromide in, 411 
insulin in, 413 

latent, in candidate fliers, 10 

psychiatric interview detecting, 65 
libido as causative factor of, 354, 355 
narcosis in, 408 

nightmares as frequent symptoms of, 
328 

operational fatigue as {see Opera- 
tional fatigue) 

overt, in candidate fliers, 10 
passive-dependent trends in, mis- 
interpretation of, 225 
pharmacotherapy for, 408 
postwar, 434 

predisposition to, opposing concepts 
of, 352 

and psychoneuroscs, differentiation 
of, 347 

and psychoses, 342 
reality-testing functions of ego in, 327 
results of treatment, in battle zone 
and in returnees, 391 
sexual drives in, 355 
syndrome of, in returnee patients, 208 
therapy for, results of, 423 
traumatic, 349 

types of, and personality trends, 214 
war, and psychoneurosis, 348 
and traumatic neuroses, 349 
' {see also Case Histories) 

Neurotic compromise, in aggrestion, 363 
in severe stress,' 82 

Neurotic reaction, early, accusations of 
malingering in, 57 
operational fatigue as, 213 
{see also Operational fatigue) 
to severe combat stress, 82, 118 
vomiting as, 255, 260, 263, 266 
Neurotic reasons, for wish to return 
home, 184 

Neurotic symptoms, causing grounding, 
166 
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Neurotic symptoms, serious, rest camps 
relieving, 155 

Night flying, phobic response to, 97 

Nightmares, before missions, 30 

as frequent symptoms of war neu- 
roses, 328 

from constant tension, 54 
of lost crewmates, 92 
i^see also Dreams) 

Nocturia, as symptom of anxiety, 108 

Nonadaptability, discharge for, 424 

Nonpsychiatric treatment, results of, 
for mild symptoms of opera- 
tional fatigue, 211 

Numbness, of ego, after long-continued 
activation of emergency mech- 
anisms, 222 

O 

Obsessive-compulsive personalities, as 
bomber pilots, 12 

Occupation, and frequency of opera- 
tional fatigue, in combat crew, 
213 

relating to disposition of returnees 
discharged from hospital, 421 

Officers, prognosis for, compared to 
enlisted men, 373 

operational fatigue incidence in, 
213 

“Old sergeant’s syndrome,” 128 

Operational fatigue, 208 
age factor in, 214 

in combat crews, relating to occupa- 
tion, 213 

conversion states of, 103 
depressed states of, 112 
diagnosis of, 356 

endocrine system in, possible involve- 
ment of, 220, 222 
factors in, 214 
free anxiety states of, 84 
frequency of, in relation to occupa- 
tion, 213 

incidence of, in enlisted men and 
officers, 213 

in fliers and ground crews, 213 
hysteria in diagnosis of, 356 


Operational fatigue, metabolism in, 
possible involvement of, 220, 
222 

mild symptoms of, results of non- 
psychiatric treatment for, 211 
minimal symptoms of, 211 
phobic states of, 97 
and psychiatric casualties, correla- 
tion of, 346 

psychodynamics of, 211 
psychosomatic states of, 107 
rate of grounding in, 213, 422 
severity of, when not correlated with 
combat conditions, 214 
treatment of, 218 
{see also Case Histories) 

Overwater flying, phobic response to, 97 
Oxygen-lack, effect of, on combat crews, 
31 

P 

Paralysis, as conversion symptom, 104 
of ego functions, 356 
Paranoid-aggression, in homosexual 
conflict, 331 

Paranoid personalities, as fliers, 12 
and group identification, 78 
Paranoid reaction, after combat, ex- 
ample of, 332 
in aggression, 363 

in homosexual conflict, 331, 341, 354 
Paratroops, conversion hysteria in, 104 
Passive-dependent reaction, conflicting 
with heroic role, 14 
expressing regression, 356 
patient, with depression, 339 
states, of immaturity, 225 
{see also Case Histories) 
trends, misinterpretation of, in war 
neuroses, 225 

Passive needs, gratification of, through 
alcoholism, 250 

trends, early, enuresis as symptom of, 
239 

Patient, day of, in convalescent treat- 
ment, 416 

hospitalized after return to U.S., 
sources of, 215 

interview of, by psychiatrist, 377 
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Patient, passive-dependent, 339 
returnee, entering hospital, classi- 
fication of, 212 
{see also Returnee) 

Patriotism, and morale, 40 
Pentothal, abreactions under, 395 
administration of, 175 
in diagnosis, 170, 389 
in narcosynthesis, 170 
dosage of, 171 

timing of administration of, 389 
{see also Narcosynthesis) 
purposes of using, 436 
results gained with, 177 
Perception, depth, difficulty of, as 
conversion symptom, 104 
Perdix, nephew of Daedalus, 3 
Personality, combat, 119 
development of, 123 
immature, regressing under combat 
stress, 230 

obsessive-compulsive, as bomber pilot, 
12 

paranoid, as filer, 12 
psychopathic, in combat, 344 
as flier, 12 
mild, 81 

resisting discipline, 78 
schizoid, as flier, 11 
trends of, and type of neurosis, 214 ' 
Personnel, combat, anxiety in, 107 
Pharmacotherapy, in war neuroses, 408 
Phobias, formation of, 97, 103, 137, 138 
from flying fatigue, 208 
mechanisms of, and malingering, 191 
protecting patient, 327 
symptoms in, 138 

Phobic defense, against severe anxiety, 
99 

example of, 101 v 

Phobic reactions, in anxiety, 97 
to bad weather flying, 97 
to night flying, 97 
origins of, 98 
to overwater flying, 97 
situations producing, 97 
Physical depletion, in combat crew, 32 
Physical resources, of combat crews, 
prolonged drain on, 30 


Pilot, responsibilities of, as leader, 23 
{see also Fliers) 

Postwar, lack of adjustment, 451 
practice, of doctors, overseas experi- 
ences affecting, 429 
neuroses, 434 

social problems of combat veteran, 
443 

Power dives, effect of, on flier, 31 
Predisposition to war neuroses, anxiety 
as, as aid to endurance, 17 
and weak superego, 70 
emotional instability as, 14 
opposing concepts of, 352 
phobia of death as, 66 
psychosomatic disturbances as, 13 
sense of duty versus personal fear as, 
58 

Pressure, of environment, eased by 
Flight Surgeon, 15^^ 
and support in psychotherapy, 384 
Pride, preventing flier from consulting 
doctor in anxiety, 155, 160 
strong, in psychotherapy, 162 
weak, in psychotherapy, 163 
Prognosis, for guilty-depressive cases, 
423 

for hostile-aggressive cases, 423 
for psychopathic-like cases, 423 
for psychotic-like cases, 423 
for regressed-dependent cases, 423 
for war neurosis, in new and habitual 
stress, 277 

of officers and enlisted men, 373 
Prophylaxis and therapy. Flight Sur- 
geon providing, 155 

Psychiatric casualties, from overseas, 
severity of, 346 

percentage of cases with previous 
neurosis, 350 
two types of, 55 
{see also Case Histories) 
diagnosis, concurrent with psycho- 
therapy, 223 

interview, to detect latent neurosis, 
65 

selection, of fliers, 10, 55 
Psychiatrist, difliculties of, 16 
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Psychiatrist, distinguishing real from 
apparent motivation for return 
to combat, 169 
future need for, in U.S., 429 
history taking by, 223, 225, 374 
personal relationship of, with patient, 
374, 376 

procedure of, in initial interview 
with patient, 377 
therapeutic aim of, 167 

differing from Flight Surgeon, 167 
Psychiatry, civilian, application of mili- 
tary psychiatry to, 427 
influenced by World War II, 428 
total push method in, 416 
Psychodynamics, of combat personal- 
ity, 119 

of combat stress, 118 
in returnees, 345 
of operational fatigue, 211 
Psychogenic air sickness, 13 
cardiac disturbances, 13 
chest pains, 13 
diarrhea, 13, 108. 140, 273 
vertigo, 13 

Psychological and neurological mech- 
anisms, in anxiety, 144 
selection, of fliers, 9 
trends, classiflcation of, 211 
Psychoneuroscs, and war neuroses, 
differentiation of, 347 
Psychopaths, adaptation failures of, 79 
as fliers, 12, 78, 344 
grounding of, 344 
and group identification, 78 
' mild, 81 
prognosis for, 423 
resisting discipline, 78 
Psychoses, and neuroses, 342 
reality-testing functions of ego in, 327 
Psychosomatic cases, classification of, 
255 

disorders, analysis of cases, 255 
expressing regressive tendencies, 
359 

as predispositions to war neuroses, 
13 

relating to combat stress, 13, 85, 
139 


Psychosomatic medicine, development 
of, 252 

reaction, expressing regression, 356 
states, 107, 251 

symptoms, conversion, in fliers, 103 
effect of combat on, 275 
expressing anxiety, 185 
from poor insight in free anxiety, 84 
mistaken for physical illness, 159 
Psychotherapist, role of, in narcosyn- 
thesis, 173 
Psychotherapy, 368 
brief, 177, 434 
application of, 288 
for civilians, 434 
dangers in, 374 
methods of, 436 
in overseas hospitals, 372 
for returnees, 372 
techniques, 436 

concurrent with psychiatric diagnosis, 
223 

countertransference in, 376 
desensitization of ego in, 383 
electric shock in, 407 
gratification of dependent needs in, 
377 

of group, 385 
advantages of, 386 
time saved by, 387 
insulin shock in, 407 
intuition in, 158, 373, 438 
metrazol shock in, 407 
minimal, in rest camps, 372 
phases of, 368 

plan of, for Flight Surgeon, 158 
prefrontal lobotomy in, 407 
pressure and support in, 384 
pride in, strong, 162 
weak, 163 

^ procedures of, 373 
re-education in, 383, 438 
and release of emotional attitudes, 379 
superego attitudes in, 381 
testing realities in, 380 
transference relationship in, 374 
Psychotic-Hke states, 327 
in ground troops, 343 
prognosis for, 423 



Punishment, as aid to morale, 48 
most severe, grounding as, 278 

R 

Rations, types of, affecting gastro- 
intestinal functions, 108 
Reactions, biological, to anxiety, 141 
to combat, based on previous emo- 
tional disorders, 53 
early, types of, 56 
with lack of moral fiber, 69, 77, 135 
delayed, to trauma, 433 
“eager beaver,” 44 
emotional (see Emotional reactions) 
in fatigue, as source of anxiety to ' 
fliers, 34 

guilty-depressive, expressing regres- 
sion, 356 
hostile, 307 

hostile-aggressive, expressing regres- 
sion, 356 

“I don't give a damn,” in anxiety, 132 
nervous, in AAF training, study of, 11 
neurotic, to severe combat stress, 82, 
118 

and war neuroses, 191 
(see also Neurotic reaction) 
paranoid (see Paranoid reaction) 
passive-dependent, expressing regres- 
sion, 356 

psychosomatic, expressing regression, 
356 

psychotic-like, in ground troops, 343 
in returnees, after combat, 212 
superego, 58 
(see also Attitude) 

Readjustment of returnees, 185 
after reaching home, 187 
after rcdisfiibution, 189 
to family, 187 

Reality^ and d€^ire, conflict between, 
225 

.Rcafity-te&ting, te<&nque ofj 380 
fhnetidr® of ego, in psychosis and 
nenroskf, 327 

Record, c€ flier, as kept by Flight 
Surgedh, 154 
‘ viable 0^ 166 
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Record, of patient, by psychiatrist, 
method of obtaining, 223 
Redistribution, of returnees, antagon- 
' ism after, 189 
(see also Disposition of cases) 
Re-education, in psychotherapy, 438 
Regressed-dependent cases, prognosis 
for, 423 

Regression of ego, estimation of, 168 
example of, in flier, 94 
expressions of, guilty-depressive, 356 
hostile-aggressive, 356 
by marriages of returnees, 359 
passive-dependent, 356 
psychosomatic, 95, 356, 359 
from anxiety of combat, 140 
somatic, of ground troops, 97 
types of, 356 

Regressive reasons, for wish to return 
home, 184 

Release of emotional attitudes, in 
psychotherapy, 379 

Religion, as protection against anxiety, 
130 

in regressed personality, 357 
Repression of hostility, increasing ego 
tension, 134 

inner tension expressing, 316 
for mourned person, causing de- 
pression, 305 
(see also Case Histories) 
Resignation, as protection against anx- 
iety, 131 

Resistance, gainst insight, example of, 
298 

Response, phobic (see Phobias) 

Rest camps, minimal psychotherapy in, 
372 

relieving fatigue of fliers, 155, 209 
relieving serious neurotic symptoms, 
155 

cure, in early war neuroses, 209 
(see also Sleep) 

Return from combat, and renewal of 
inhibitions against aggression, 
362 

Returnee, aggressions in, against supe- 
riors, 363 
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Returnees, attitude of, toward civilians, 
185, 186,444 
categories of, 345 

combat stress psychodynamics in, 345 
data on recoveries of, 191 
discharged from hospital, occupation 
of, 421 

divorces among, 187 
guilt in, 279 

identification of, with group, as 
gratification of dependent 
needs, 451 

marriage of, expressing regression, 
359 

new assignment of, 189 
political possibilities of, 451, 452 
problems of, 448 
psychotherapeutic, 391 
recovering spontaneously, 191 
redistribution of, antagonism after, 
189 

regression in, 364 
resembling lost persons, 358 
sodal trends of, 451, 452 
treatment of neuroses in, results of, 
391 

(see also Home) 

S 

Schizoid personalities, as filers, 11 
Schizophrenia, from severe stress, 95 
Sedatives, amytal as, 413 
barbiturates as, 156, 413 
morphine as, 413 
nembutal as, 413 
seconal as, 413 
as therapeutic aids, 413 
Semitropical diseases, confused with 
gastrointestinal upsets due to 
anxiety, 108 

Sensitivity, of ego, and superego, 68 
Sexual life, re-establishment of, by 
returnees, 187 
with neurotic reactions, 187 
Shell-shocked veterans of World War I 
illustrating necessity of early 
treatment, 370 


Shock, electric, in psychotherapy, 407 
in first combat experience, 44 
insulin, in psychotherapy, 407 
metrazol, in psychotherapy, 407 
Sleep, control of, 156 
disturbed, before missions, 30 
from constant tension, 54 
reduction of anxiety during, 364 
“Snafud” units, morale of, 26 
Social problems, postwar, of combat 
veteran, 443 

Sodium amytal (s^e Amytal) 

Sodium pentothal (see Pentothal) 
Somatic expression, of need for love, 
hrough craving for milk, 140, 
276 

Stability, age as factor in, 423 

of discharged patients, returned to 
‘ duty, 423 

Stress, combat, 29-32, 54 
amount tolerated, 151 
hysteria after moderate amount of, 
13 

psychodynamics of, 118 
in returnees, 345 

retreat from, with no intrapsychic 
conflict, 73 

social implications of, 443 
emotional, in combat, 33 
from loss of friends in combat, 35 
mental signs of, 54 
physical symptoms of, 54 
habitual, influencing prognosis, 277 
Harrower-Erickson tolerance test of, 
419 

immature personality under, regres- 
sion of, 230 

minimal, anxiety from, with no super- 
ego reaction, 71 
causing breakdown, 57, 60 
depression under, 64 
moderate, and phobia of death caus- 
ing breakdown, 66 
new, influencing prognosis, 277 
physical, of aerial combat, 29 
severe, neurotic compromise in, 82 
neurotic reactions to, 82, 118 
psychosomatic regression from, 95 
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Stress, severity of, and severity of symp- 
toms, 214 

Suicide, uncommon, in depressed states 
of fliers, 112 

Superego, and ego sensitivity, example 
of, 63 

as identified with group, 124 
military, 357 

as release of aggressions, 362 
strict, in obsessive compulsion, 361 
versus personal fear, causing break- 
down, 57, 60 

weak, as escape from internal stress, 
69 

and predisposition for anxiety, 70 
in psychotherapy, 381 

Superstition, devices of, in combat, 131 
of fliers, “jinx mission,” 184 

Support and pressure in psychotherapy, 
384 

Suppression, of emotion, by ego, 160 
resulting in compromise, 160 
weakening ego, 160 
lack of, in aggression, causing head- 
aches, 277 

Survivors of lost crews, reactions of, 94 
(see also Case Histories) 

Sympathetic nervous system, chronic 
stimulation of, in returnee pa- 
tients, 219 

Symptoms, of anxiety, lack of insight as, 
i05, 139 
nocturia as, 108 
conversion, 104, 138 
blurring of vision as, 104 
displacing anxiety, 103, 138 
from poor insight in free anxiety, 84 
hysteria after moderate combat 
stress as, 13 

hysteria related to vision in, 105 
paralysis as, 104 

of early passive trends, enuresis as, 
239 

of free anxiety, 85 
mental, of emotional stress, 54 
mild, of operational fatigue, results 
of nonpsychiatric treatment 
for, 211 


Symptoms, minimal, of operational 
fatigue, 211 

neurotic, causing groimding, 166 
nightmares as, 328 
in phobias, 138 

physical, of emotional stress, 54 
psychosomatic, from poor insight in 
free anxiety, 84 

serious neurotic, rest camps relieving, 
155 

severity of, and severity of stress, 214 
T 

Temperature, low, affecting combat 
group, 31 

Tension, of ego, repression of hostility 
increasing, 134 

from immobility on long flights, 29 
inner, as expression of repressed 
hostility, 316 

Tests, blood sugar tolerance, in pa- 
tients, 411 

Harrower-Erickson, for tolerance of 
stress, 419 

Testing and working through in psy- 
chotherapy, 384 

Therapy, adjunctive, 407 
alcohol in, 413 

aim of psychiatrist in, differing from 
Flight Surgeon, 167 
of combat reactions, at front, 147 
for complete exhaustion, 221 
continuous sleep, 408 
convalescent, 414 
in war neuroses, 414 
“covering-up,” for anxiety in com- 
bat, 218 
drug, 408 

electric shock in, 407 
ergotamine tartrate in, 409 
hyoscine hydrobromide in, 411 
individuedistic, 98 
insulin in, 413 

nonpsychiatric, results of, for mild 
symptoms of operational fa- 
tigue, 211 

pharmacotherapy, 408 
posthospital, 385 
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Therapy, and prop’hylaxis, Flight 
Surgeon providing, 155 
psychotherapeutic, by Flight Sur- 
geon, 158 

psychotic, of Flight Surgeon, 158 
results of, 418 

■ according to type of patient, 423 
evaluation of, 420 
sedatives in, 414 
vitsunins in, 412 

Threat, anxiety as biological response 
to, 159 

Threshold, for anxiety endurance, in 
fliers, 10, 14, 15 

Tolerance, for combat flying, main- 
tained by control of anxiety, 
149 

Total push method in psychiatry, 416 

Tradition, military, and morale, 41 

Transference attitudes, handling of, by 
psychotherapist, 158 
relationship^ 374 
in psychotherapy, 374 

Trauma, neuroses from, 349 
effects of, 83 

Treatment (seg Therapy) 

U , 

Uncovering” technique, in psycho- 
therapy, 218, 361 

Unwinding process, in returnee pa- 
tients, 211, 345 


Vertigo, as conversion symptom in 
anxiety, 104 
psychogenic, 13, 104 
as unexpressed aggression, 277 

Veteran, combat, postwar social prob- 
lems of, 443 

dependent needs of, gratified by 
identification with group, 451 
(see also Returnees) 

Visceral concomitants of anxiety, 13, 
160 

Vision, blurring of, as conversion symp- 
tom, 104 

hysterical conversion symptom re- 
lated to, 105 

Vitamins, administration of, in war 
neuroses, 412 

Vomiting, as neurotic reaction, 255, 
260, 263, 266 

W 

War neuroses (see Neuroses) 

Weight, loss of, in combat zones, 32 

Whiskey, to reduce anxiety, 69 

Wine, to reduce anxiety, 69 

Y 

Youth, resiliency of, as factor in re- 
covery from combat stress, 423 






